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Background
For doctors it seems so normal to classify patients as men or women. And indeed 
many diseases, those related to reproduction, for instance, or thyroid gland 
disorders and various cancers, follow different patterns depending on the patient’s 
sex. Yet often vital statistics, such as sex, race, and age, are presented as purely 
biological variables without considering the psychosocial and cultural implications 
of these determinants on health and illness in any given society. Gender represents 
the psychosocial and cultural determinant of the sex of the patient and has been 
identified as a strong predictor of many attitudes and behaviours that have 
implications for health and illness. Medicine and medical education that shape 
doctors’ knowledge and practice should encourage doctors to include the bio-
psychosocial dimensions such as the gender of the patient and/or doctor in the 
provision of healthcare. Teaching and learning gender medicine throughout 
postgraduate training in general practice (GP training) provides a comprehensive 
approach to gender sensitive health care. 
 Gender medicine is still a relatively new curriculum area and many aspects of 
teaching and learning gender medicine remain to be explored. The overall aim of 
this thesis is to contribute to the advancement of effective teaching to acquire 
competence in gender medicine in GP training. For that, this thesis presents five 
studies that address the design, evaluation, and development of gender medicine 
in GP training at Radboud University Nijmegen Medical Centre in the Netherlands 
(Box 1). 
Firstly,  the definitions of gender and sex will be discussed in more detail. After that 
a short overview of gender-related issues in medicine and general practice will be 
provided. Subsequently gender bias in medicine is clarified. An overview of gender 
GP training: a three-year postgraduate training in general practice in the Netherlands. 
Trainee: doctor being trained in general practice
GP trainer: a GP supervising trainees’ training at his/her private practice
Teacher: GP or medical specialist who teaches or supervises training at day release courses 
Box 1  Definitions.
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medicine and medical education follows, including the rationale for this thesis. 
Lastly, the aim, research questions, and methods are presented.
What is gender?
Gender is the key term in this thesis and it is essential that it is clearly understood. 
Gender is defined as the socially constructed roles, behaviour, activities and attributes 
that a particular society considers appropriate for men and women.1 Gender is not 
synonymous with sex. Sex (male, female) refers to the biological characteristics of 
men and women. Gender (femininity, masculinity) refers to the psychosocially and 
culturally produced characteristics of being feminine and being masculine.1 Sex refers 
only to the biological apparatus; i.e., the hormones, anatomy, and physiology that 
allow for differences in physical appearance and define the two categories of male 
and female.2 Gender is thus a social label and not a description of biology.
 To distinguish gender from sex is to discuss about whether human beings are a 
product of biological processes (biological determinism/ nature), of the psychosocial 
and cultural environment (differential socialization/ nurture) or both. Most scholars 
agree that both the biological and the psychosocial processes are important. 
Though the magnitude and direction of each influence and their mutual interaction 
may vary within a culture or era. Nevertheless, some theorists debate whether the 
differences between men and women are extensive enough to merit the common 
label of opposite sex. Gender maximalists believe that the differences between 
men and women are large and deeply rooted. Gender minimalists, in contrast, 
maintain that differences within each sex are larger than the differences between 
them. Last, we typically classify humans as either male or female, but this dichotomy 
does not capture all individuals, as there are people whose anatomy varies from the 
categories of male and female e.g. (pseudo-) hermaphrodites.
 Gender comprises a person’s self presentation as man or woman, and how 
other people or institutions respond to that person on the basis of the individual’s 
gender presentation. The words indicating gender are all but neutral; masculinity 
and femininity are terms laden with meaning. The specific nature and degree of 
gender differences may vary, because communities define appropriate behaviour 
for men and women and determine their access to rights, resources, and power in 
society differently.3 Although gender roles in our society are blending, gender is still 
a classifying principle in society, culture, and health care and one of the axes around 
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which social life is build and by which we understand our own experiences. In 
general, we think about people as a woman or as a man and we interact with them 
accordingly.4, 5 Gender is measured on a continuous scale ranging from exclusively 
feminine to exclusively masculine but the gender of most individuals lies somewhere 
along the continuum on a range of characteristics. In spite of this continuous scale 
there are gender role distinctions. For example, men are far more likely to engage in 
risky behaviours such as dangerous driving, sexual promiscuity, substance abuse, 
and aggression but women are not excluded from risky behaviour.6-8 
 It is not the behaviours themselves that are important, but the gendered 
meanings implied by those behaviours. Gender is something we do; we become 
gendered through gender socialization. Socialization refers to the continuous 
process by which we learn what it means to be an adult human being within our 
society.4 We learn among other things how to behave as a man or a woman and we 
take into account what is socially acceptable, for example in sexual behaviour, the 
way we get dressed, and social role assignments. Gender is also done to us by social 
structures in daily life or in institutions, such as in marriages, at work, or in the health 
care system. Gender is embedded in everyday interaction.3, 9 Gender is an 
accomplishment, not merely something one is, but something one does and is 
done in ongoing interaction with others.10 For example, there are double standards 
in society’s permissiveness toward male promiscuity and intolerance for female 
promiscuity.11 Women’s careers do not fit into the same framework as those of men. 
Although career motivation is similar for men and women, social forces still push 
women toward domesticity rather than toward careers.4, 12 Men and women are still 
differently placed in relation to material resources, life experiences, power, and 
assumptions about sexuality and body image. In conclusion, gender is a central 
issue in cognition and education, relationships and family, social institutions, and 
health care. 5, 12-14 
Gender, medicine and general practice
In the last two decades medical science has provided ample evidence that gender 
should be considered in healthcare at all levels.15-17 Gender is not only a critical 
determinant of health, it is also linked to other health determinants, such as poverty, 
education, ethnicity and housing, to influence pathogenesis, management and 
prognosis of illness.14
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 Today, gender medicine is the science that studies the relationship between 
gender and disease.14, 18, 19 Gender medicine emphasizes that sex and gender govern 
human physiology and health beyond the realm of reproduction, sex hormones 
and sex chromosomes. Furthermore, gender medicine aims to advance the under -
standing of sex/gender differences in medicine, to strive for the implementation of 
gender in the medical curricula and learning materials, to encourage the application 
of new knowledge of sex and gender differences to improve health care, and to 
facilitate research on sex and gender differences. 
 Gender differences can vary substantially in magnitude at different ages and in 
different cultural groups. They depend also on the context in which measurement 
occurs, but men and women may have different patterns of illness, different 
lifespans, different metabolism, and they respond differently to therapies.20-23 There 
are sex differences in the susceptibility to diseases and the ways in which women 
and men are affected by both diseases and disease treatments.24-26 Research has 
shown that women and men have different rates of morbidity and use medical care 
differently. 19, 27, 28 For example, twice as many women as men are diagnosed with 
major depression, but men commit suicide four times more often than women, and 
they abuse alcohol and other drugs at least twice as often.6 Research suggest that 
men are less likely than women to seek help from their doctor for problems like 
depression, substance abuse, physical disabilities and stressful life events. 7, 29 There 
is a growing awareness of gender disparities in symptoms, prognosis and management 
of sexually transmitted diseases, HIV/AIDS and sexual health problems.30-32  
 Gender medicine and general practice are strongly linked in research, clinical 
practice and medical education.7, 14, 28, 33-39 Both share the biopsychosocial model 
emphasizing that biological, psychological and social factors play a significant role in 
human functioning in the context of disease or illness. Also, gender medicine and 
general practice encompass both multiple disciplines, for example cardiology, 
psychiatry, gynaecology and urology. Their approach to health and illness is frequently 
interdisciplinary, e.g. different thoughts and professions are connected and integrated 
to solve health problems. Also in research and education they share this broad 
perspective to respectively study and teach subjects which cannot be adequately 
understood from a single disciplinary perspective. 15, 40-42 Not surprisingly, primary 
care and public health are the cradle of gender medicine in the Netherlands.43-47
 In the next section, gender bias, the situation that gender is not considered or 
not considered appropriately , is explored in more depth because of its strong 
fundaments in medicine and its implications for gender medicine education. 
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Gender bias
Gender bias in medicine can be defined as an unintended, but systematic neglect of 
either women or men, stereotyped preconceptions about the health, behaviour, 
experiences and needs of women and men, or neglect of gender issues relevant to 
the topic of interest.48 Below are key issues that bring about gender bias in the 
health care system. Teaching and learning about gender bias in GP training is an 
important strategy for explaining how gender works on different levels in the 
medical context. 
 Gender roles and stereotypes. Gender roles are socially and culturally defined 
rules and beliefs concerning the behaviour, characteristics and emotions of men 
and women.4 Gender stereotypes are over-generalized beliefs about men and 
women based on their membership in one of many social categories.12 Gender roles 
and stereotypes affect how women and men perceive themselves, how they 
evaluate their own behaviours and that of others. Masculine and feminine gender 
roles give a different meaning to issues like the interpretation of health risk by 
lifestyles, help-seeking behaviour, therapy compliance, coping with health risk and 
stress, and they interpret the health risks involved differently.29, 49, 50 In health care 
terms this means that doctors and patients may interpret identical disease 
presentations in different ways because of gender assumptions and preconceptions.48 
For example, research shows that women may lack an awareness of heart attack 
signals and interpret their symptoms as insignificant.51 Also doctors fail to recognize 
adequately female presentations of heart attacks and angina pectoris because the 
perception among doctors remains that women form just a small group of the 
cardiovascular disease population.52, 53 Finally, women themselves are more 
preoccupied with high-profile female health diseases such as breast cancer.51 It is an 
essential challenge for GPs to recognize the influence of their own and their patient’s 
gender on the behaviour and perceptions of both. 
 Andronormativity and gender blindness  is the situation in which male values are 
prioritised to the extent that female values need to be very explicitly highlighted in 
order to be even recognized and not discriminating on the basis of gender, or not 
making a distinction between the sexes.54 Our society still tends to value experiences, 
perceptions, and behaviour of men higher than those of women. This partly explains 
how medicine and medical education, traditionally dominated by men, has 
developed an androcentric bias or is at best neutral. For a long time the choice of 
medical research occurred in an androcentric context in which the male viewpoint 
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was equated to objectivity and became the standard. For example, medical 
textbooks and educational material are still gender neutral or gender biased.55 
Guidelines for prevention, diagnosis, and treatment of cardiovascular diseases have 
been drawn from studies of mostly men yet are equally applied to women.56-59 In 
clinical pain conditions, affecting women more than men,  data obtained from male 
subjects are generalized to women and no rationale is given for the potential 
limitation in generalizability of the findings.60 In cancer trials, pain studies, and heart 
failure studies, it is known to be important to include participants of both sex, but 
the enrolment of older women in particular is lagging behind.58, 60, 61  These examples 
indicate that notions of normality are a construct of gender where the male is the 
normative standard against which both sexes are judged. 
 Interaction between gender and power. Power is the degree of control one group 
or person has over another group or person.62 Differences between masculine  and 
feminine gender roles are power-related or linked to inequality.63 Gendered power 
accounts for sex-specific forms of control in medical interviews and in health 
problems for patients, mainly women, in the health care system. Gendered 
conditions, relating to power inequalities, are known to be significant determinants 
for health and disease, especially for less powerful groups. For example, although 
intimate partner abuse is a gender neutral concept, women 18-45 years of age are 
the main group to experience this type of violence, which is mostly inflicted by a 
male (ex-) partner.46 
 Contemporary views on gender medicine imply that all health policies should 
consider both sex and gender. 64-70 Integrating gender medicine in GP training 
acknowledges the existing evidence on gender with regard to health care and 
could prevent gender bias and decrease gender inequality.
Gender medicine and medical education
The general view is that undergraduate and postgraduate training in medical 
education should ensure that gender medicine has a structure, a funding, and a 
recognized place within their academic institute for it to be successful.71-74 Several 
institutes have included women’s health or gender medicine in their curricula.67, 70, 
75-81 They have witnessed substantial growth in recent years with teaching and 
learning gender medicine, yet there are indications that further advancement in 
teaching and learning gender medicine is warranted for example in clarifying the 
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effectiveness of teaching gender medicine and in the assessment of gender 
medicine education.34, 82, 83 The next two paragraphs discuss the literature on the 
current knowledge on evaluating gender medicine education and the current 
literature on the assessment of gender in doctor-patient communication skills 
education. At the same moment, the rationale for this study is outlined.
Evaluation
Evaluation of medical education interventions aims to assess among other things 
the level of learning outcome, learners’ reaction, and the perception of programme 
usefulness and acceptability.84 A number of publications commented on the 
evaluation of mostly women’s health and sometimes gender medicine education 
programmes with mixed outcome results and different study designs (Table 1). 
Research in gender medicine education is still lacking rigorous studies to draw a 
complete picture of its effectiveness. Fortunately, scholars in the evaluation of 
medical education have pointed out implications for future research in this field. 
Evaluation studies should encompass studies using control or comparison groups 
and they should focus on measuring changes over time of learning outcomes.84-86 
 Current gender medicine evaluation studies show that most studies use 
relatively weak designs to assess the effectiveness of the programmes.35, 87-95 For 
example, only two studies known to us conducted a cohort study95, 96 and only one 
study developed a prospective study.97 Most studies used a cross-sectional or 
retrospective design involving an observation of a population at a defined time 
using self-developed questionnaires.35, 87, 89-94, 98, 99 Both differ from prospective 
longitudinal studies in making a series of observations that extend over time to 
assess change and to determine the effectiveness of teaching gender medicine.100, 
101 As mentioned earlier, an important outcome of research in medical education is 
the need for studies that include a control or comparison group.84 We found in our 
review that only two out of fifteen studies included a control or comparison group.89, 
102 A more rigorous comparison of intervention and control of an extended gender 
medicine programme would be beneficial to validate the effectiveness of a gender 
medicine programme in GP training. Randomized controlled trials are the best 
method for determining the effect of a medical education intervention but 
observational studies remain important because they can sufficiently answer many 
questions and they are sometimes the only method available. The essence of 
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Table 1   Properties of studies evaluating women’s health and gender medicine 
education programmes.
Authors 
(date, country)
Program* Teaching method Population Study design Validated 
assessment 
trument
Outcome measurements 
Knowledge Skills             Attitude           Education†
1.  Hohener 1995; 
USA Abstract only
WH Not available Postgraduates in psychiatry  
(n=?)
Cross sectional study Not available No No Yes Yes
2.  Conway  
1995; USA
WH Clinically integrated;  
no specific education
Postgraduates in family medicine and 
internal medicine (n=143)
Cross sectional study Yes Yes Yes Yes¹ No
3.  Robertson  
1997; USA
WH Four modules, PBL* Undergraduates (n=84) Cross sectional study No No Yes¹ No Yes
4.  Kuzma  
1997; USA
WH Clinically integrated; PBL Undergraduates (n=54) Case control study No No Yes No No
5.  Des Rosiers  
1998; Canada
GM Clinically integrated,  
no specific education
Postgraduates and consultants  
in psychiatry (n=299)
Cross sectional study No Yes¹ No Yes¹ Yes
6.  Pursley  
2002; USA
WH/GM Integrated n.o.s Postgraduates in internal medicine 
(n=53)
Cross sectional study No Yes No No Yes
7.  Orsetti  
2003; USA
WH/GM Clinically integrated and modules Postgraduates in internal medicine 
(n=72)
Case control study No Yes¹ Yes¹ No No
8.  Zebrack  
2004; Canada
WH/GM Five modules; PBL Undergraduates (n=115) Cohort study No Yes No Yes Yes
9.  Wayne  
2004; USA
WH Clinically integrated, n.o.s Undergraduates and post- 
graduates in internal medicine (n=48)
Cross sectional study Yes No No Yes Yes
10.  Spencer  
2007; USA
WH Clinically integrated, n.o.s Postgraduates in internal medicine 
(n=50)
Case control study Yes Yes No No Yes
11.  Conigliaro  
 2007; USA
WH/GM Clinically integrated, PBL Postgraduates in internal medicine 
(n=35)
Cohort study and case 
control study
No Yes No Yes Yes
12.  Celik 2008;  
the Netherlands
GM Clinically integrated and  
two modules
General practitioners (n=18) Cross sectional study No No                     No                   Yes                    No
13.  Spencer  
2009; USA
WH Clinically integrated; PBL Postgraduates in internal medicine  
and gynaecology (n=65)
Cross sectional study Yes Yes No No Yes
14.  Broderick 2009; 
USA Abstract only
MH Not available Not available (n=179) Case control study Not available Yes No No No
15.  Guarín  
2010; USA
WH Clinically integrated; n.o.s. Postgraduates in family medicine  
(n=48)
Cross sectional study No Yes No No Yes
*  WH = women’s health; MH = men’s health; GM = gender medicine; PBL = problem-based learning; 
n.o.s. = not otherwise specified. † Assessment with regard to satisfaction, appraisal of education, 
level of comfort or adequacy of education. ¹ evaluation by self-assessment
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evaluative studies is comparison103, which is crucial in reaching conclusions about 
what is the effectiveness of gender medicine in GP training. Therefore, we wish to 
examine the effectiveness of gender medicine education prospectively using a 
comparison group. 
 In medical education research it is important to measure educational outcomes 
because it shows the value of the educational intervention. Using reliable and 
validated instruments improves the quality of the research and makes outcomes 
comparable with other research. In our review, only four out of fifteen studies 
reported psychometric features of their assessment instruments.87, 93, 94, 99 Another 
area in need of improvement is the use of self-assessment for example in examining 
gender knowledge. The literature to date suggests an overreliance on self- 
assessments and survey questionnaires to assess learning outcomes of gender 
medicine education. Good gender medicine education research will advance by 
using existing instruments and measuring the outcomes more objectively. 
 Both standalone courses and clinically-integrated teaching improve knowledge 
but improvements in skills, attitudes and behaviour, however, come about when 
teaching is integrated into clinical practice.104 Also, medical education is more 
effective when more than one intervention occurs, especially if these interventions 
occur over an extended period of time.100, 101, 104 Teaching and learning gender 
medicine implies improvements of knowledge, skills, attitude and behaviour. The 
studies known to us examining the effectiveness of mostly women’s health 
educational interventions are variable in length and vary in frequency of the 
tutorials or presentations. We found single and sequenced education meetings, 
and classroom and web-based education meetings.95, 102 The length varied from 
6 hours97 to 12 hours92 and from five tutorials in one year99 to several tutorials in a 
9-week period.89 The variety of educational interventions,  teaching methods and 
measurement outcomes make definitive statements about the educational 
outcome difficult. Based on these findings, assessing the impact of teaching gender 
medicine in GP training should be done in a more robust and systematic way.
           Previous studies have indicated gender differences in students and trainees in 
outcomes when evaluating women’s health and gender medicine programmes. 
Gender differences are sometimes found on knowledge scores, at times significant,35, 
96  but in general differences are small and not significant.89, 91, 98 Gender differences 
are more prominent in how women and men tend to rate adequacy of current 
teaching on gender issues. Women tend to rate adequacy of teaching on gender 
issues lower than men do.91, 98 Men may have fewer experiences with women’s 
health care and therefore may be less trained.35 Also, females rate gender issues in 
medical education in general more relevant than males do.98, 99 However, in two 
publications, researchers found no gender differences in gender sensitivity in 
identifying women’s health learning issues (students) or in adherence to gender-
sensitive recommendations (GPs).89, 97 Rarely, scholars argue the risk of stereotyping 
when teaching gender medicine for example by using typical gender-related 
educational material.65 This could bring about simplifications on gender issues in 
health care if not well explained to students or trainees. In summary, all these 
studies show that if gender differences in students and trainees are present there is 
a tendency that women have more favourable scores with regard to gender issues 
than men do. We think that, based on this literature, more knowledge about gender 
differences in the reaction of trainees to gender medicine education requires more 
research. 
Communication
Communication is a key element of GP training and considered essential to clinical 
competence.105-107 General practitioners and primary care have been looking at the 
doctor-patient communication for decades with a wealth of literature on  effectively 
handling and communicating with patients. Not surprisingly a large portion of 
trainees education is spent on learning and assessing communication skills. GPs 
face a number of situations during the medical interview relating to specific issues 
such as the gender of the patient requiring skills with greater intention and 
awareness. Although gender is acknowledged as a domain in doctor-patient 
communication in consensus statements on communication skills, to our knowledge 
assessing doctor-patient communication skills considering gender is rare.108-112 
Assessment is a key driving force behind what students learn: it motivates learning, 
it legitimizes the importance of the subject and it encourages the acceptance of the 
subject by faculty.113 If assessment is such an important force, we should embrace 
assessment of gender in doctor-patient communication as an integral part of 
teaching and learning gender medicine.
 Therefore, we needed  practical information on what behaviour trainees should 
display to communicate gender sensitively towards their patients. Scholars have 
developed gender competencies and learning objectivities for teaching and 
learning communication skills but these approaches are likely to be ineffective if 
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they are not accompanied by more practical approaches.78, 114, 115 The question that 
arises is to what extent is there already attention to gender in the assessment of 
doctor-patient communication skills in the existing scientific literature. Many 
studies have focused on instruments that assess communication skills in the medical 
setting but we do not truly know whether these instruments provide useful 
examples of an involvement of gender.116-118 If so, we could use these insights for our 
own benefit or otherwise strategies need to be developed to define and implement 
gender in the assessment of doctor-patient communication skills assessment.  
 
General aims, outline, and specific research questions 
of this thesis
In this thesis, the design, evaluation, and development of gender medicine in GP 
training is elaborated. Firstly, the focus is on the design of an integrated gender 
medicine curriculum and its evaluation in GP training. Secondly, this thesis reviewed 
and researched the assessment of gender in doctor-patient communication. The 
subsequent chapters will address the aforementioned issues of gender medicine in 
GP training.   
The topic of chapter 2 is the presentation of the design of an integrated mandatory 
gender medicine programme in GP training. We describe the key elements of the 
training programme based on evidence-based gender knowledge and effective 
teaching methods for postgraduate training. Also, trainees’ perception of this 
gender medicine education is studied. An anonymous survey, after each tutorial, 
assessed trainees’ experiences with the gender medicine curriculum. Trainees’ 
preparedness in dealing with gender medicine was examined, as well as trainees’ 
opinion about the teaching methods used. Trainees’ learning issues are discussed. 
In chapter 3 a pilot study, conducted in 2005, is described to examine the impact of 
a 6-hour tutorial on the gender awareness of trainees and their GP trainer. The 
project was a collaboration of Radboud University Nijmegen Medical Centre 
(gender medicine training), AMC University Amsterdam (gender-specific clinical 
guidelines), and Maastricht University (teaching methods) to integrate gender 
medicine in general practice. Nine couples of trainees and their trainers followed 
the training programme in Nijmegen. Participants voluntary filled out a validated 
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questionnaire measuring gender awareness before and after the tutorial (Nijmegen 
Gender Awareness in Medicine Scale).
For a more profound investigation of the effectiveness of a three-year gender 
medicine training programme , a prospective cohort study was conducted at three 
GP training institutes. Chapter 4 presents the results of this observational study 
using a validated assessment instrument (Nijmegen Gender Awareness in Medicine 
Scale) to measure  gender awareness and gender knowledge.  At the three GP 
training institutes gender medicine education was addressed differently: Nijmegen 
offers modular gender medicine education; five tutorials spaced over a three-year 
period (modular cohort), Amsterdam-AMC offers gender medicine education 
integrated in existing educational programmes also extended over a three-year 
period (mainstream cohort), and Leiden offers no systematic gender medicine 
education (control cohort).
Chapter 5 addresses the current state of attention for gender in assessment 
instruments of communication skills in medical education. Communication skills 
are seen as critically important in medical encounters. With rapid growing emphasis 
on contextual factors such as gender in international consensus statements on 
medical communication, it is too relevant to ignore gender issues in assessment 
instruments. We conducted a search in three online bibliographic databases to 
identify current assessment instruments. The assessment instruments were 
analysed with regard to their gender-specific content.
In chapter 6, the purpose of the study is to identify gender-sensitive criteria for 
the assessment of communication skills in doctor-patient communication in GP 
training. There is a pressing need of making the concept of gender more concrete 
in doctor-patient communication assessment. We conducted a Delphi study to 
reach consensus among international experts in the field of gender medicine, 
doctor-patient communication and medical education. A three-round Delphi 
process was used. 
Finally in chapter 7, the most important findings of the studies are summarized 
and discussed. Some methodological issues will be discussed that limit the results. 
Also, suggestions for further research are given.
Based on the general aims of the study the following specific research questions 
were defined:
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1. What are, or should be, the key elements of a required gender medicine training 
programme for GP training?
2. Does teaching and learning gender medicine in GP training increase trainees’ 
gender awareness and gender knowledge? 
3. To what extent is gender considered in current assessment instruments for 
communication skills in medical education? 
4. Which coherent set of gender criteria can be synthesized for doctor-patient 
communication assessment? 
The first research question is addressed by actually describing and evaluating a 
mandatory training programme for GP training (chapter 2). To answer research 
question two we used three research methods to overcome potential weaknesses 
or intrinsic biases of each individual research method and to improve the credibility 
of our quantitative and qualitative analysis. We conducted a pre-post test study 
(chapter 3), a descriptive evaluation study (chapter 2), and a prospective cohort-study 
using comparison (chapter 4). Chapter 5 addresses research question 3 and describes 
a review and analysis of current communication skills assessment instruments in 
medical education. Finally, chapter 6 addresses research question 4 by means of a 
Delphi study which is suggested to be an effective way to gain and measure group 
consensus in health care and medical education.
This thesis is comprised of several articles (chapter 2 to chapter 6). These articles are 
self-containing, where the text of these chapters may show some overlap.
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Abstract
Introduction
We recently set standards for a gender medicine training programme as an 
integrated part of the GP training curriculum. This paper describes the programme 
and evaluation of this training.
Methods
The programme is designed for trainees throughout the 3-year GP training. The 
modules emphasize interaction, application, and clinically integrated learning and 
teaching methods in peer groups. In 2005 – 2008, after completion of each tutorial, 
trainees were asked to fill in a questionnaire on a 5-point Likert scale to assess the 
programme’s methods and content. Trainees were also asked to identify two 
learning points related to the programme.   
Results
The training programme consists of five 3-hour modules that include gender 
themes related to and frequently seen by GPs such as in doctor-patient 
communication and cardiovascular disease. Trainees evaluated the training 
programme positively. The written learning points suggest that trainees have 
increased their awareness of why attention to gender information is relevant.
Discussion
In summary, a gender medicine training programme has been successfully 
integrated into an existing GP training curriculum. The modules and teaching 
methods are transferable to other training institutes for postgraduate training in 
general practice. The evaluation of the training programme shows a positive impact 
on trainees’ gender awareness.
Incorporating and evaluating gender medicine | 35
Introduction
Gender medicine (GSM) studies the relationship between gender and health. It is 
concerned with the promotion of equal opportunity and fair treatment of men and 
women and aims to redress current gender disparities or gender bias in the 
healthcare system. Both genders will benefit when GPs deliver healthcare based on 
education on the role of sex and gender in health and illness.1  
 Various studies have revealed the importance of considering sex and gender 
issues when providing patient care in general practice. For instance, gender has 
implications in the presentation of chronic obstructive pulmonary disease (COPD). 
Women with COPD show higher levels of anxiety and depression and worse 
symptom- related quality of life than their male counterparts.2, 3 A healthcare view 
focused on men is not unusual in medical decision-making. For example, 
under-representation of women in studies on cardiovascular disease (CVD) and 
misinterpretation of women’s CVD symptoms results in inadequate diagnoses and 
suboptimal management in women.2, 4 Furthermore, the doctors’ gender as well 
as patients’ gender influence medical communication. Female doctors appear to 
be stronger in relational communication and conversation facility with their 
patients which explains partially the higher satisfaction for female doctors. 5 Studies 
reveal that doctors and medical schools are ill-prepared to recognize these 
gender-related factors in patient-doctor encounters. 6-8 These findings imply the 
necessity to train doctors gender issues in GP training.
 In the last decade, the field of gender medicine has focussed on training 
educational professionals and on reforms aimed to include gender aspects in the 
curricula of medical schools, and in health research. 9-11 Although many medical 
educators have called for medical schools to institute training in gender issues, 
most medical institutions have confined the teaching of gender medicine to 
optional courses or electives that lack the structure and recognized place to ensure 
success.12, 13 Innovative ideas to position gender medicine into the medical 
curriculum often failed to gain long-term commitment from those involved and 
failed to spread comprehensively throughout their target organizations.8, 14, 15 
 The influence of gender of the doctor and the patient occurs on all levels of 
medical encounters and it often comes about unintentionally. Education on 
knowledge about gender-related processes will likely not be enough to prevent 
gender disparities in patient care. It is also necessary to address doctors’ attitudes 
and preconceived notions about roles of men and women. The complexity of 
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teaching the subject gender necessitates to go beyond biomedical factors and to 
include the social context of men and women. That acknowledgement implies that 
a full integration of a training programme about gender issues may be a necessary 
condition to getting change and acceptance among trainees in GP training. One of 
the methods medical educators can use to ensure future GPs’ competency in 
gender issues is to offer training over time, with reflection on the action, and 
integrated into clinical practice.16 Interactive and clinically integrated teaching and 
learning activities have been shown to be more effective in improving knowledge, 
skills, attitudes and behaviour in postgraduates than standalone teaching.17 
Although there is a growing awareness of the importance of gender medicine 
education, to our knowledge no study has documented an integral gender medicine 
training programme in a GP training curriculum.
 Recently, the department of Women’s Studies Medical Sciences and the 
Department of primary and community care at Radboud University Nijmegen 
Medical Centre launched an initiative for the development of an interactive, 
long-term training programme in gender medicine. Our goal as teachers is to move 
trainees along a gender sensitivity scale and to (a) enable trainees to understand 
basic concepts of gender, (b) sensitize trainees to gender as determinant of health, 
and (c) ensure that trainees attain a reasonable understanding of why gender 
medicine is relevant. These goals are in line with recent consensus statements 
which underscore the significance of gender as a key determinant of health and 
advocate gender equity.18, 19 
 We developed and evaluated an integrated, interactive training programme to 
teach trainees about gender medicine. In this paper we describe and evaluate this 
training programme.
Methods
Context and objectives
The training programme was developed by four GPs with expertise in and a 
commitment to gender issues. They synthesized and outlined the training 
programme in close collaboration with the department of Women’s Studies Medical 
Sciences at Radboud University Medical Centre. The group worked on the specific 
areas to be covered and educational methods to be used. The experts have been 
guided by the following questions: 
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1. Is the topic relevant for and frequently seen by GPs? 
2. Does the topic have gender aspects that impact practice?
3. Is there underlying evidence for the gender aspects? 
They selected cross-disciplinary topics: cardiovascular disease, depression/anxiety 
disorders, urinary incontinence, addiction to alcohol or benzodiazepines, domestic 
and sexual violence. They also included communicative aspects in the training 
programme. In addition, for each topic they defined a set of objectives, and 
translated the relevant information and evidence from literature into educational 
material based on the principles of problem-based learning. Our framework for 
gender needs assessment is partially based on gender concepts written by Phillips.20
After the course, trainees will be able to:
1. consider the ways in which gender aspects and differences have an impact on 
health and illness, and an understanding of how gender-related issues may bias 
the provision of healthcare.
2. consider gender aspects and gender differences in epidemiology, presentation, 
diagnostic management, and treatment strategies in primary care.
3. understand the impact of doctors’ gender in relationships and communication, 
and model reflective practice around gender issues.
 
Learning and teaching methods
Teaching and learning in general practice takes place primarily at work. The  key to 
productive learning in postgraduate training is to focus on the experiences of 
trainees in their practice and to connect theoretical education to these experiences.21 
Therefore, the gender medicine modules are founded on adult learning theory and 
emphasize interaction, application, reflection, and problem-centred learning. 
Recent new insights in effective medical education support this strategy.22 For our 
training programme it means that we interrelate and clarify gender issues for health 
conditions in actual contact with patients (e.g., knowledge, judgment, norms). We 
try to identify and discuss factors that impede change in behaviour toward gender 
issues (e.g., gender stereotyped perceptions). We promote discussion about 
approaches to provide appropriate gender sensitive care. In the tutorials we 
propose that identification and removal of gender-related barriers (e.g. resistance) 
are important steps toward improving change. Substantial evidence supports 
interactive and clinically integrated teaching over other teaching methods.23  
 Reflection on gender issues supports trainees to understand complex situations 
by considering them in a larger context, and to identify their particular needs. 24, 25 
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Reflection is a key feature of our training programme. We use reflection to know 
what trainees do, or neglect to do, with the role of sex and gender in daily practice. 
Reflection is used in a way of gaining access to perceptions and judgements on 
gender issues that often escape our awareness. 
 We work in small-group sessions with 10 to 15 trainees who are familiar with 
each other to facilitate comfort. We used a mix of video-consultations, paper cases, 
role plays with simulated patients, and reading gender-related articles or narratives. 
We choose different methods of learning over time as a variety of educational 
experiences can be more stimulating. 
 Our GP teachers have special skills and specific expertise in teaching gender 
medicine. They know available resources on gender medicine. Furthermore, they 
are familiar with resistance and know how to cope with defensive postures of 
trainees when they touch gender issues. 
Structure
The gender medicine training programme consists of five 3-hours modules. An 
introductory module discusses the intent of the course including the basic concepts 
of gender, and four specific modules address clinical topics in general practice. The 
sequence used within the modules proceeds from an introduction of the topic and 
an icebreaker exercise, followed by reflection upon experiences and stimulation of 
self-assessment, to an interactive assignment with a plenary discussion. Typically, 
the module ends with an overview of the knowledge acquired. 
Content of the training programme
Module one and two of our training programme are followed in first year (general 
practice), module three in second year (hospital, psychiatric department, and 
nursing home), and module four and five in third year (general practice) of GP 
training. The key features of each module are shortly outlined hereafter and the 
main factors are presented in Table 1.
 Module one, gender and socialization, introduces the concepts of gender and 
sex. The purpose is to initiate a gender issue perspective into trainees’ medical 
encounters. For example, gender differences in life experiences and the influences 
of family, peers, and media on gender roles. Factors of gender-related attitudes and 
themes with regard to doctor-patient encounters are discussed to help facilitate a 
heightened level of gender awareness.
 Module two, gender and communication, focuses on eliciting the influence of 
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gender on doctor and patient communication and how stereotyped expectations 
of men and women can affect doctor-patient relationships. Gender differences are 
addressed that can cause misunderstanding and that can hamper communication 
between dyads of men and women. An overview of potential gender-related pitfalls 
in doctor-patient communication is given. 
 Module three consists of two parts of one and a half hour each: (a) gender in 
depression and anxiety disorders, and (b) abuse of alcohol or benzodiazepines. In this 
tutorial we address one’s own beliefs, norms and values with regard to gender that 
can influence the provision of care to others. Also we focus and clarify the differences 
of social expectations for appropriate behaviours of men as compared to women as 
is the case for alcohol consumption. 
 Module four deals with gender differences in cardiovascular disease (CVD) and 
urinary incontinence (UI). Here, we explain the persistent gender differences in 
cardiovascular disease and the potential biases in the care for patients with CVD 
such as the stereotypical conceptualisation of CVD as a male disease. Trainees are 
taught the importance to reflect on their own and others interpretations, reactions, 
and conduct in patient care with regard to coronary risk factors for and cardiovascular 
in men and women. We address gender differences in patients’ beliefs with urinary 
incontinence for example despite incontinence in men being less severe they 
experience more distress than women.
 Module five, recognizing and responding to sexual abuse, addresses sexual 
violence, a serious and widespread problem for women with a number of social and 
gender-related barriers that make it hard for GPs to identify such abuse. For example 
doctor’s availability for abused women differs by gender as female doctors tend to 
restrict their availability due to distress it brought about and male doctors because 
of time constraints.
Training programme evaluation
After each module, trainees were asked to indicate their level of agreement with 
initially 5 and later 7 statements to evaluate the course. Each statement was 
designed to assess the quality of and their opinion on the learning and teaching 
methods, the perceived relevance for practice, and the usefulness of the applied 
knowledge. Trainees’ participation was voluntary. We did not assess demographic 
features with the exception of their sex. We used Likert scales where 1 = totally 
disagree, and 5 = totally agree. Data were analysed in the SSPS 16.0. Answers 
were dichotomized so that a response of 1, 2 or 3 suggested a rejection of the 
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program and a response of 4 or 5 implied acceptance of the programme. Significance 
(p < 0.05) was assessed with the use of Chi square test. Similarly, the learning points 
were evaluated after each tutorial. They were coded and analysed according to the 
three objectives of the course by the first author (PD).
Ethical approval
This study fell within the domain of programme evaluation. Consequently ethical 
approval was not required according to the current regulations at our university. 
Table 1   The main factors of the gender medicine curriculum in GP training.
1.  Gender and socialization 1.  be able to understand the concept of gender
2.  be able to initiate a gender perspective in  
medical encounters 
3.  awareness of the existence of gender socialization  
and its implications for health issues 
-  a discourse on the subject (lecture)
-  group analysis of a video   consultation 
-  group reflection on subject with regard  
to content and  process
-  questioning by supervisor
-  identifying learning points
2.  Gender and communication 1.  understanding of the influence of gender  in doctor-patient  
communication 
2.  understanding of how gender influences the process  
of medical-decision making
3.  demonstrating gender-sensitive doctor-patient communication 
-  a discourse on the subject (lecture)
-  role play with simulation patients(SP) 
-  group reflection on subject with regard  
to content and process
-  questioning by supervisor
-  assessment and feedback by SP
-  identifying learning points
3.  Gender and psychiatric disorders 1.  be able to describe gender differences in depression,  
anxiety disorders, and substance abuse
2.  be able to identify gender differences in social  
expectations with regard to substance abuse 
3.  be able to recognize male and female presentation and  
coping in depression and alcohol abuse
-  a discourse on the subject (a lecture)
-  group reflection on subject with regard 
to content and process
-  analysis of case-reports 
-  questioning by supervisor
-  identifying learning points
4.  Gender and cardiovascular 
diseases/ urinary incontinence
1.  be able to understand the gender bias in the care for  
patients with cardiovascular disease
2.  a willingness and ability to minimize the effect of gender  
bias in cardiovascular disease management
3.  be able to describe and recognize the gender differences 
presentation and management of urinary incontinence
-  pre-test to assess gender knowledge
-  a lecture of gender differences on the subject
-  group analysis of a video consultation
-  pre- and post test to assess knowledge
-  questioning by supervisor
-  identifying learning points
5.  Gender and sexual abuse 1.  be able to describe the patters and common presentations  
of sexual violence
2.  to increase awareness of sexual violence, potential gender  
prejudices, and consultation skills
3.  be able to demonstrate gender-sensitive consultation skills  
to promote case-finding of sexual abused patients
-  a discourse on the subject (lecture)
-  role play with SP
-   group reflection on subject with regard  
to content and process
-  questioning by supervisor
-  assessment and feedback by SP
-  identifying learning points
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Results
In the period February 2005 – September 2008, we collected 442 surveys (response 
rate 49%). 32,8% of the trainees were male (n=145), 64,7% were female (n= 286). 11 
trainees did not disclose their sex (2,5%). 
 The methodology and the GP teachers of the gender medicine training 
programme were well received by the trainees. Trainees’ evaluation of the learning 
methods was in average positive. Overall, more than 80% of the trainees positively 
rated the learning methods used in the programme, the GP teacher’s role and the 
approach of the topic. Also, trainees appraised gender issues as significant for their 
Table 1   The main factors of the gender medicine curriculum in GP training.
1.  Gender and socialization 1.  be able to understand the concept of gender
2.  be able to initiate a gender perspective in  
medical encounters 
3.  awareness of the existence of gender socialization  
and its implications for health issues 
-  a discourse on the subject (lecture)
-  group analysis of a video   consultation 
-  group reflection on subject with regard  
to content and  process
-  questioning by supervisor
-  identifying learning points
2.  Gender and communication 1.  understanding of the influence of gender  in doctor-patient  
communication 
2.  understanding of how gender influences the process  
of medical-decision making
3.  demonstrating gender-sensitive doctor-patient communication 
-  a discourse on the subject (lecture)
-  role play with simulation patients(SP) 
-  group reflection on subject with regard  
to content and process
-  questioning by supervisor
-  assessment and feedback by SP
-  identifying learning points
3.  Gender and psychiatric disorders 1.  be able to describe gender differences in depression,  
anxiety disorders, and substance abuse
2.  be able to identify gender differences in social  
expectations with regard to substance abuse 
3.  be able to recognize male and female presentation and  
coping in depression and alcohol abuse
-  a discourse on the subject (a lecture)
-  group reflection on subject with regard 
to content and process
-  analysis of case-reports 
-  questioning by supervisor
-  identifying learning points
4.  Gender and cardiovascular 
diseases/ urinary incontinence
1.  be able to understand the gender bias in the care for  
patients with cardiovascular disease
2.  a willingness and ability to minimize the effect of gender  
bias in cardiovascular disease management
3.  be able to describe and recognize the gender differences 
presentation and management of urinary incontinence
-  pre-test to assess gender knowledge
-  a lecture of gender differences on the subject
-  group analysis of a video consultation
-  pre- and post test to assess knowledge
-  questioning by supervisor
-  identifying learning points
5.  Gender and sexual abuse 1.  be able to describe the patters and common presentations  
of sexual violence
2.  to increase awareness of sexual violence, potential gender  
prejudices, and consultation skills
3.  be able to demonstrate gender-sensitive consultation skills  
to promote case-finding of sexual abused patients
-  a discourse on the subject (lecture)
-  role play with SP
-   group reflection on subject with regard  
to content and process
-  questioning by supervisor
-  assessment and feedback by SP
-  identifying learning points
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learning programme (male 79.5% vs. female 87.2%; X²= 2.42; ns). Gender information 
provided in the programme was highly beneficial to their practice ( male 82.1% vs. 
female 89.6%, X²= 2.72; ns). There were no significant gender differences between 
the evaluations of the training programme but female trainees valued the 
programme consistently higher than male  trainees.
 Trainees noted 743 learning points on 442 readable evaluation forms. Three 
main themes were identified in the trainees’ learning points: gender as a determinant 
of health, gender bias in healthcare, and gender in communication and relationships. 
Many learning points were about gender differences in epidemiology, presentation, 
and treatment strategies in primary care (male 39% vs. female 41%). General 
comments included an increasing awareness of gender issues in general practice or 
gender-related disease presentation. The learning points dealing with gender bias 
were about diagnostic management, current lack of gender knowledge and dealing 
with delicate situations as sexual violence. The theme understanding of gender bias 
in healthcare was almost equal mentioned by male and female trainees (male 34% 
vs. female 31%). Also, both male  trainees as well as female trainees (male 27.1% vs. 
female 27.3%) described learning points concerning differences between male and 
female patients and doctors in communication and working patterns. There were 
remarks about traditional gender roles of doctors and patients in their consultation 
e.g. in the perception of disease presentation.  
 Although the evaluation did not confirm negative attitudes about the gender 
programme on a regular basis, trainees did report negative comments on the 
evaluation forms. For example, some male as well as female trainees were of the 
opinion that the GP teacher occasionally focussed too much on the backlog of 
women. Both male and female trainees made negative comments on the evaluation 
forms from time to time that fit into all the types of resistance against gender issues 
(e.g. simplifications, avoidance, and neglect).
Discussion
This paper describes the development and pilot-evaluation of a training  programme 
in gender medicine for GP training. We present a successful implementation of a 
mandatory training programme, extended over time, and integrated in the full 
three-year period of a GP training curriculum. Both male and female trainees 
evaluated the training in gender medicine positively and were satisfied with the 
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education. Trainees considered the education relevant for their learning and daily 
practice. Based on these outcomes, it demonstrates the feasibility and usefulness of 
incorporating gender medicine in the curriculum of GP training on a regular basis.
 To the best of our knowledge, this is the first programme for on-going  gender 
medicine education in GP-training. Much of the literature on teaching and learning 
gender medicine has been descriptive in nature, providing objectives, goals and 
theoretical models but not offering mandatory training.26, 27  A lack of institutional 
support  and resistance or lack of interest by university departments are problems 
described in the literature that hinder attempts to introduce a gender perspective 
in medical education.6, 7, 14, 15 Indeed, our training  programme is successful partly 
because it is consistently backed by institutional support. Senior institutional 
leaders are directly involved in defining goals and objectives, educating and 
recruiting GP teachers, and ensuring appropriate financial support. Furthermore, 
we have on-going access to educational materials about medical needs of men and 
women for faculty development. Institutional support, skilled supervisors, and 
availability of gender medicine information made it possible to embed the current 
training programme as a mandatory part of the GP training curriculum – which is 
undoubtedly beneficial to the our  results. 
 Our gender medicine training programme is aimed at all trainees and it intends 
to offer a suitable framework to address gender medicine. Therefore the training 
programme provided a comprehensive overview of medical conditions pertinent to 
both men and women in primary care. Usually it is either women or men in teaching 
gender issues in medical education.28, 29 We found that both female and male 
trainees were keen about gender medicine. Female trainees evaluated the training 
programme slightly more positively than their male colleagues. It is in line with 
previous positive results about gender medicine education at Radboud University.30 
Nevertheless, a lack of interest in gender issues has also been reported previously 
from students as well as trainers/ supervisors elsewhere.31, 32 Introducing novel and 
innovative education like gender medicine will undoubtedly involve resistance, 
neglect or doubt among trainees. We interpreted the negative comments of our 
trainees to the novelty of the field of gender issues in medical education and 
challenged us continuously to rethink about how we could best educate and 
engage trainees in gender issues. It also stimulated us to employ GP teachers who 
are trained in approaches to overcome resistance or barriers of trainees.
 We feel that the success of our training programme is also based on the light the 
programme sheds on the complex way in which men and women are advantaged 
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and disadvantaged by biological and social factors in health issues and the 
successful clarification of it by the programme. The training programme captured 
the specific gender-related processes and pathways that leads to health outcomes 
and emphasized strongly on gender socialization. It went beyond the biomedical 
framework and discussed gender-related life-experiences concerning health and 
disease.10, 33 We expanded the historical concept that women’s health only relates to 
reproductive hormones and organs to issues of gender-related medicine of which 
both men and women can benefit.  We wanted to make the case that gender issues 
in health and in everyday choices and understanding these issues requires 
integrating social, psychological, and biological perspectives in education. This 
educational view was in line with evidence that suggests that both biological 
systems and social processes underlie gender patterns.12, 34  The training programme 
also offered time to try out the new knowledge, to register it, and to review on 
experiences. Trainees were offered time for new learning opportunities inside or 
outside general practice after a module. We expected this approach to be more 
fruitful to help trainees to realize and understand the importance of sex and gender 
aspects and differences in primary care. 
 The training programme as presented seems to work well but we have to point 
out some limitations. Our evaluation is not rigorous partly because of the low 
response rate. The assessment and ideas of the trainees who did not complete the 
survey, their assessment of the programme, and indeed their ideas about gender, 
may differ from those of the trainees who did complete the survey. Also, the 
evaluation did not include a sound assessment of the acquired knowledge and 
skills. This limits the scope of the evaluation of the programme. Demographic data 
of non-responders are not available, so comparisons between responders and 
non-responders could not be performed. Furthermore, some of our trainees who 
were undergraduate students at our institute already have had the opportunity to 
learn about gender medicine by following courses in the undergraduate curriculum. 
Those trainees may therefore be somewhat more aware of gender-related issues 
than trainees who were undergraduate students at universities elsewhere. 
 The next step in incorporating gender medicine in GP training is to take new 
initiatives to educate also GP trainers and to include gender-related issues in 
trainees’ examinations. GP trainers entrusted with the educational supervision of 
trainees have a special responsibility for inculcating the principles of good medical 
practice including gender medicine. If the GP trainer does not share these new 
insights, it is hard to implement change for trainees.35, 36 Also, teaching and learning 
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needs assessment. Current examinations in Dutch GP training do not systematically 
include gender knowledge. Monitoring what has been learned is a good way of 
providing feedback. Teaching and learning gender medicine needs assessment and 
feedback of the applied knowledge of sex and gender differences in trainees’ 
examinations. 
 In conclusion, teaching and learning gender medicine is feasible in GP training. 
Trainees found gender medicine important and interested to learn. We recommend 
and encourage stakeholders of GP training institutes elsewhere to provide learning 
opportunities in gender medicine to trainees.
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Abstract
Introduction
To describe the design of an educational intervention regarding gender medicine 
and to assess the change in trainees and GP trainers’ gender awareness and gender 
knowledge.
Methods
In 2005, using current practice guidelines for primary care, we designed a training 
programme with gender relevant recommendations for postgraduate training for 
GPs. In a pre-post test study, the gender awareness and gender knowledge of a 
sample of 9 volunteer couples of trainees and their GP trainers was assessed both 
before and after the intervention. Results were measured with the Nijmegen Gender 
Awareness in Medicine Scale covering gender sensitivity and gender stereotypes. 
Questions about gender-specific medical conditions were added. We assessed a 
control group at entry to rule out volunteer bias. 
Results
Of 18 doctors, 17 completed the newly developed training programme. The mean 
gender-sensitivity scores increased significantly after the intervention (p = .02). 
Participants’  perception of gender stereotypes towards patients and doctors was 
unaffected. Gender knowledge increased not significantly (p = .08). 
Discussion
The results suggest that an intervention regarding gender medicine education in 
GP training is an effective way to improve gender awareness. The brief intervention 
described in this study already resulted in a small but significant change. This 
information may be useful for future improvements in teaching gender medicine 
and ultimately to incorporate gender in doctors’ decision making.
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Introduction
In the last decades, medical and social sciences provided substantial evidence that 
gender is an important determinant of health besides biological sex, age, ethnicity 
and socioeconomic status. 1-3 So far, the knowledge gained about gender medicine 
has been poorly incorporated in Dutch postgraduate training for GPs. Although 
some institutes have begun to address this, the education of trainees and GP 
trainers about gender awareness is still deficient. Gender awareness means an 
understanding that there are sex and gender differences in health and illness, which 
affect disease occurrence, diagnosis and treatment. Aspects of gender awareness 
are yet to be incorporated in educational material and courses of postgraduate 
training for GPs. 
 To attain gender awareness trainees and GP trainers should (1) be gender 
sensitive – perceiving gender differences in patient care, (2) acknowledge the role 
of stereotypes in medical decision-making to avoid gender stereotypic bias in 
patient care (gender role ideology) and (3) have knowledge of gender-based 
medicine tailored to primary care.4-6 A gender medicine programme in postgraduate 
training for GPs should contain gender topics to meet the specific needs of trainees 
and GP-trainers. Therefore, we designed a new training programme – a  brief 
intervention given at orientation –  to sensitize trainees  and GP trainers at a 
postgraduate level about gender awareness. We focussed on three national 
guidelines, completed with evidence-based gender relevant items for angina 
pectoris, depression and urinary incontinence. We used existing guidelines of the 
Dutch College of General Practitioners because they set the standard of care and 
Dutch GPs are committed to the consistent use of these guidelines. 
 To test whether the intervention increases trainees and GP trainers’ gender 
awareness and gender knowledge, we conducted a pre-post test study. As far as 
we know there are no studies covering the evaluation of gender sensitizing 
programmes in postgraduate training for GPs. In the present study we describe the 
design of the aforementioned training programme and we investigate its effect 
as regards gender awareness.
52 | Chapter 3
Methods
Study design and participants
We designed a pre-post test study with a non-randomized-, voluntary-group of 9 
third-year trainees and 9 GP trainers. In order to rule out volunteer bias, we assessed 
a control group at the beginning of the study period consisting of 19 third-year 
trainees  and 19 GP trainers. In 2005 the Department of primary and community 
care offered the nine couples supplementary training in gender medicine. Both 
intervention and control groups followed regular courses without exposure to 
gender medicine at that time.
Intervention
We created an intervention to teach trainees gender medicine. The aim of the 
intervention was (a) to teach the participants about the relevance of gender 
medicine in daily practice, (b) to discuss and to examine the potential effects of 
gender-based stereotypes in medical decision-making, and (c) to increase gender 
knowledge. A panel of gender experts in general practice translated gender- 
relevant evidence for three Dutch practice guidelines into practical recommenda-
tions. The recommendations for depression, angina pectoris and urinary 
incontinence used in the training programme are listed in box 1. 
 These gender-specific recommendations were incorporated in a gender 
medicine  training programme. We assessed gender-relevant evidence for these 
three Dutch practice guidelines because these conditions satisfied three criteria: (a) 
they are major public health issues, (b) they are of specific relevance to GPs’ daily 
practice, and (c) their manifestation and treatment show clear gender differences. 
We searched PubMed, Embase and PsycINFO for English-language articles published 
between 1999 and 2004. Our search identified  34 articles for depression, 46 articles 
for angina pectoris and 35 articles for urinary incontinence. The panel reviewed and 
summarized the articles and formulated the practical recommendations. The 
training programme consisted of two gender medicine modules characterized by 
interactive education lasting three hours each, separated by one month. The first 
module contained a representative introduction to gender medicine and aspects of 
gender awareness. The second module focused on the specific recommendations 
for the practice guidelines. The learning objectives and exercises used are shown in 
box 2. Two GP teachers with experience in teaching gender medicine and gender 
awareness to undergraduate students and trainees supervised the programme. 
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Box 1  Gender medicine recommendations. 
Angina pectoris:
1. Diabetes mellitus doubles the risk of cardiovascular disease for men and triples it for 
women. When diagnosing chest pain, attention should be paid to diabetes as risk 
factor, particularly when atypical symptoms for chest pain are present.
2. The proportion of cases in which chest pain relates to angina pectoris increases with 
the decreasing level of socio-economic deprivation. Low socio-economic status in 
women is related to higher morbidity of angina pectoris than for men. 
3. Typical symptoms for angina pectoris occur during physical activities and rapidly 
disappear in rest. However, especially for women, symptoms not immediately 
disappearing during rest, should not be ignored, since there can be an underlying 
angina pectoris.
Depression:
1. Women with depression suffer more from anxiety and report more anxiety symptoms 
than men. GPs should know that depression in women could be masked by anxiety.
2. Sexual abuse (in the past) is strongly associated with depression in women. GP’s 
should sensitively ask depressed women about adverse of sexual experiences.
3. More often than women, men react to depression by increasing their alcohol 
consumption. The amount of alcohol intake should be known, since depressed men 
expose more hazardous drinking than women.
4. Depressive male patients generally suffer from a decrease in libido. Men frequently 
experience loss of libido as a serious disability. The GP should ask whether sexual 
limitations are experienced, since men do not often mention this spontaneously.
Urinary incontinence:
1. Urinary incontinence is a risk factor for sexual dysfunction in men and women. Sexual 
issues should be considered in the care for patients.
2. Women with urinary incontinence generally consult their GP only when they have 
experienced symptoms for a long period and when the incontinence has become 
disabling. For that reason, GPs should promptly provide active treatment.
3. Men with incontinence often worry about prostate cancer or impotence.  
The GP should pay attention to these fears, since men mostly do not report distress 
spontaneously.
4. The use of a diary is recommended in men and women to improve the quality of care.
54 | Chapter 3
Box 2  Objectives and exercises used in the teaching programme. 
Block 1: three hours.
· Objective: articulate the way in which gender-specific medicine has an impact on 
the practice of family medicine. Background and theory of gender differences in 
medicine.
· Teaching method: short lecture and small group exercise concerning one’s own 
gender identity, assumptions and beliefs.
· Objective: the role of gender in doctor-patient interactions and gender-specific 
medicine in daily practice. 
· Teaching method: exercise to explore the factors contributing to gender bias in 
doctor-patient interactions and short lecture.
· Objective: defining own beliefs and attitudes upon gender matters tailored to daily 
practice. Looking at commonly held positive and negative gender stereotypes and 
how these affect medical decision making.
· Teaching method: large group exercise discussing pre-existing attitudes, prejudices, 
barriers and stereotypes.
Block 2: three hours.
· Objective: gender and depression, gender-specific recommendations of the 
guideline. Explaining internalization and externalization in relation to female and 
male depressions. 
· Teaching method: video case assignments and lecture. 
· Objective gender and urinary incontinence, gender-specific recommendations of 
the  guideline. Discussing impact of urinary incontinence on patient’s well being and 
sexuality.
· Teaching method: video case assignments, lecture. 
· Objective Gender and angina pectoris, gender-specific recommendations of the 
guideline
· Teaching method: video case assignments and lecture. 
· Objective: establishing gender awareness and discussing the purpose of gender 
specific medicine. 
· Teaching method: large group discussion exercise exploring whether learning 
objectives have been met.
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Outcome measurement
We used the Nijmegen Gender Awareness in Medicine Scale (N-GAMS) to measure 
gender sensitivity and gender role ideology (GRI) towards patients and doctors 
both before and after the intervention. 7 To assess residents and GP-trainers’ 
knowledge we included 16 statements on gender-specific medical conditions. Of 
these statements, 11 related to angina pectoris, depression and urinary incontinence. 
The N-GAMS is specifically designed for medical education research and its 
psychometric features are reported previously. For each of the N-GAMS subscales, 
participants were asked to indicate their level of agreement with each statement 
using a 5-point Likert scale (“strongly agree” to “strongly disagree”). Higher scores 
on the gender sensitivity scale affirm and lower scores negate the consideration of 
gender in health and illness. Higher scores on the GRI-subscales indicate that 
doctors hold strong stereotypes towards patients or doctors, while lower scores 
show the opposite. The participants were requested to rate statements on gender-
specific medical conditions as “true” or “false”. We considered knowledge on gender 
medicine sufficient if the participant answered 11 or more questions out of 16 
correctly. We asked trainees and GP trainers to provide socio-demographic data, 
including age, gender and previous courses followed on gender medicine. A cover 
letter explained the aim of our study, indicated that participation was optional and 
clarified that responses to the questionnaire would not be assessed as “right” or 
“wrong”.  Prior to analysis, negatively stated items were reverse-coded so that a 
higher score on the gender sensitivity scale and a lower score on the gender role 
ideology scales reflected a more favourable attitude. The N-GAMS factor scores 
were internally consistent at baseline and the second measurement. Alpha 
coefficients ranged from 0.73 to 0.85 at baseline from 0.57 to 0.85 at the end of the 
study period. 
 The training programme was considered successful if the trainees and GP 
trainers  attained a higher level of gender awareness after the intervention. This 
means that participants become more gender sensitive, have more knowledge on 
gender-specific medical conditions and hold less stereotypes towards patients or 
doctors.
Statistical analysis
Data were analyzed using SPSS Version 12.0. Chi-squared test and Mann-Withney 
test were conducted to examine whether demographic characteristics and N-GAMS 
scores differed between the sample and control groups. The primary outcome 
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scores of the N-GAMS subscales were then compared between the first and second 
measurement of the sample group using Wilcoxon signed rank-test. A p value of .05 
was used as significance level of all sample analyses
Results
The demographic characteristics of the sample group and the control group are 
presented in Table 1. No differences were found between the groups at entry with 
the exception of previous courses on gender medicine. Percentages of previous 
courses in the sample group and control group were 35% and 66%, respectively. 
Scores on gender sensitivity, gender role ideology and knowledge were similar 
between the groups. 
 The mean gender sensitivity scores changed significantly after the training 
programme. Mean scores before and after were 4.0 and 4.2 respectively (p = 0.02) 
with a score of 5 representing highest gender sensitivity. At the end of the 
intervention, 12 of 17 participants had a higher mean gender sensitivity score and 3 
participants had a lower mean gender sensitivity score. No significant gender 
differences were found.
 No significant effect could be demonstrated on the intervention group’s 
stereotypes towards patients (mean score increased from 2.33 to 2.35; p = 0.72) or 
towards doctors (mean score increased from 2.52 to 2.55; p = 0.82). These results 
were the same for male and female participants, and for trainees and GP trainers. 
Participants’ knowledge of gender medicine increased. The mean knowledge score 
increased from 11.2 to 11.9 (p = .08). After the training, the knowledge on gender-
specific medical conditions of 10 participants was increased, 3 scored less and 4 had 
similar mean knowledge scores. Prior to the training, 11 participants had sufficient 
knowledge about gender matters versus 15 participants after the training (65% 
respectively 88%). Eleven questions related explicitly to the gender knowledge 
taught during the training programme. Participant’s gender knowledge was 
considered sufficient if 7 or more of these 11 questions were answered correctly. 
Before the training 8 participants had sufficient gender knowledge versus 15 after 
the training (47% vs. 88%). No gender differences were found. 
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Discussion
The increasing knowledge supporting the role of gender in patient care mandates 
postgraduate training for GPs to equip trainees and GP trainers with the appropriate 
knowledge and skills on gender medicine. We conducted a brief inter - vention to 
teach gender medicine and to assess gender awareness and gender knowledge of 
trainees and GP trainers. The results of the current study show that a brief 
educational intervention about gender medicine changes the gender awareness 
into more liberated values. Two major aspects of gender awareness changed 
favourably: an increase in participants’ gender sensitivity and knowledge on gender 
medicine. The training programme did not affect the participants’ gender 
stereotyping. 
 Although the effect of the course cannot be completely distinguished from the 
trainees’ continued development while working in GP trainers’ practice we think 
that our findings can be interpreted as an intervention effect. While our findings 
were not all statistically significant and did not reveal major differences, knowledge 
targeted by the intervention increased more than knowledge not targeted by the 
intervention. The case for this is made more compelling by the fact that the 
intervention significantly improved participants’ gender sensitivity. 
Table 1  Demographic characteristics and N-GAMS scores at entry. 
Demographic characteristics Sample N = 17 Control N = 38 p-value †
Age, mean ( SD) 43.9 (13.4) 41.6 (10.9) 0.54
Female 7 (41%) 15 (39%) 0.91
Resident 8 (47%) 16 (42%) 0.73
Previous gender courses 6 (35%) 25 (66%) 0.03*
N-GAMS subscales, mean (SD) p-value #
Gender sensitivity 4.03 (0.39) 3.94 (0.40) 0.87
Gender role ideology patients 2.32 (0.45) 2.32 (0.63) 0.96
Gender role ideology doctors 2.52 (0.65) 2.45 (0.62) 0.64
Gender knowledge 11.2 (1.67) 10.7 (1.42) 0.41
* significant at the 0.05 level; † Using Chi-squared test; # Using Mann-Whitney test
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The improvements were relatively small, which we believe to be a consequence of 
the brevity of the intervention, and of the relatively high gender awareness of our 
participants at the beginning of the training programme. These results fit previously 
reported gender awareness scores of medical students. 7 Students’ attitudes, both 
female and male students, showed lower gender sensitivity scores in comparison to 
our participants’ gender sensitivity scores. Although we did not find a gender 
difference on gender stereotyping male and female students did differ significantly 
in their attitudes towards patients and doctors with male students holding stronger 
gender stereotypes. One might have expected that our male participants would 
hold more stereotypes towards doctors and patients after the training. This 
expectation was not supported by our study.
 The effectiveness of a gender medicine training programme is not well known. 
Available literature examining the effectiveness of these programmes indicates 
that, as our results suggest, students and trainees benefit from a gender medicine 
course. Students identify more women’s health learning issues, improve their 
knowledge but moreover they feel more comfortable discussing women’s health 
issues like polycystic ovarian syndrome and menopause. 8, 9 We focused not merely 
on knowledge but our study provided outcomes of three different components of 
gender awareness to evaluate gender-specific education. Furthermore, we 
addressed gender differences as we moved from women’s health towards gender 
medicine. We identified learning issues on specific illnesses and conditions unique 
to, or more prevalent, or more serious in women or in men. 
 Although our results reinforce and extend other findings in literature that 
incorporation of gender medicine in a medical curriculum can help improve 
competencies in this field, one study deserves mentioning as it suggests otherwise. 
This study that investigated the effect of exposure to a new course addressing social 
and cultural issues in medicine on third-year medical students’ awareness, no 
improvements were made on these areas. 10 Most students even failed to recognize 
the significance of gender, class and race in their lives as students or the work as 
doctor. The students were only slightly cognizant that social characteristics of 
patients, like gender, could affect their treatment. Students and trainees in 
GP-training are at different points in their medical career with a different level of 
acquiring aspects of clinical competence. It is not unlikely that students view social 
and cultural issues in medicine differently than trainees in GP-training. Furthermore, 
research reveals that speciality matters in assessing gender important. 11 In these 
findings a male family physician assessed gender more important compared to a 
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male surgical doctor. In another study, it was suggested that female and male 
physicians assigned more importance to gender in doctor-patient encounters than 
in the teacher-student dyad.12 These findings probably reflect that there is a 
difference between assessing attitudes of overall students in a medical teaching 
setting and trainees in general practice with clinical encounters.
 Appropriate training of trainees and GP trainers is crucial for the improvement 
of gender-specific care delivery. To prepare trainees and GP trainers adequately, GP 
training should provide gender medicine training opportunities. As such training 
hardly exists, we developed a new course. We used evidence-based knowledge and 
evidence based educational strategies to improve the knowledge and behaviour of 
trainees and GP trainers. The value of the training programme lies in the fact that 
we strongly focused on providing tools for GPs daily consultations. We connected 
the training programme to the specific competencies of trainees and drew 
established GP trainers into the course. The training programme was developed in 
line with three modern guidelines in general practice. 
 The present study shows some limitations. Unfortunately, we could not assess 
the control group’s scores on the N-GAMS at the end of the study period. Another 
limitation is that the sample size is small which makes it difficult to recognise the 
influence of participants’ gender on the results of the training and limits the ability 
to see statistical significance. A third limitation concerns the brief duration of the 
training programme that may not have been sufficient to achieve maximum effect. 
Overall, we are comfortable with our findings given the brevity of the intervention. 
Finally, our participants were volunteers so the results of our study may be biased 
by volunteerism. We did however not observe any statistically significant differences 
at the start on primary outcomes between our volunteers and the control group. 
 In conclusion, this pre-post test study suggests that a brief intervention about 
gender medicine had a positive impact on the gender awareness of trainees and GP 
trainers. We also believe sensitizing doctors for gender medicine is more efficient if 
it is directly linked to GP’s daily practice. The next step would be to expand 
evaluations of gender medicine training programmes to confirm and improve our 
findings. Furthermore, it would be very useful for medical education research to 
find appropriate methods to measure doctors’ clinical performance on gender- 
specific health care.
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Abstract
Introduction
The purposes of this study are (1) to compare the change in trainees’ gender 
awareness and gender knowledge following a modular gender medicine 
programme and a mainstream gender medicine programme and (2) to determine if 
differences between male and female trainees are apparent and persist over the 
three-year GP training programme.
Methods 
In 2007, a prospective study was conducted of three cohorts of in total 207  trainees 
who entered general practice training in the Netherlands. The outcome measure 
was the Nijmegen Gender Awareness in Medicine Scale and a 16-item gender 
knowledge questionnaire, which was administered twice, at entry and end of the 
three-year GP training. Two gender medicine teaching methods were compared: a 
modular approach (n=75) versus a mainstream approach (n=72). Both strategies 
were compared to a control cohort without obligatory gender medicine education 
(n=60). Statistical analysis included dependent t-tests and analysis of variance.
Results 
The response rates for the modular, mainstream and control cohort were 78%, 72% 
and 82%, respectively. There was a significant difference in the gender knowledge 
score change between the modular cohort compared to the mainstream and 
control cohort (p =0.049). The mean gender sensitivity and gender knowledge 
scores of the modular cohort increased significantly (mean change 0.20; p < 0.001 
and mean change 1.39; p <0.001 respectively). The mean gender stereotyping 
towards patients score of the modular cohort was significantly lower, and more 
favourable, than that of the control cohort (p =0.02). The mean gender knowledge 
score of the modular cohort was significantly higher than that of the mainstream 
cohort (p=0.03). At entry and end, female trainees demonstrated significantly 
higher gender sensitivity (p< 0.003 and  p < 0.002 respectively) and were significantly 
less likely to agree with negative gender stereotypes about patients than male 
trainees (p=0.018 and p =0.001 respectively). 
Discussion
A modular teaching method using a GP teacher with content expertise appears the most 
effective way to teach gender medicine in GP training to both male and female trainees. 
The gender medicine programme should include explicit, targeted gender medicine 
education consisting of multiple educational interventions extended over time.
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Introduction
Appropriate teaching of general practitioners (GPs) is crucial to improve the 
delivery of gender-specific primary care.1 Therefore, gender medicine education 
is nowadays recommended as an integral part of primary care and postgraduate 
training.1, 2 Gender medicine education means the implementation of education 
about sex- and gender-related processes, reactions and treatments in health 
care.3 The World Health Organization supports this gender-based approach in 
health and illness and has set out specific targets aimed at gender mainstreaming 
in medical education and health care.4 Various consensus statements in medical 
curricula and communication include gender and lay emphasis on training and 
awareness of gender in health.5, 6 Doctors are frequently confronted with gender-
specific health problems and it is for these reasons that medical schools 
increasingly take initiatives to provide doctors appropriate educational curricula 
on gender medicine.7-11  
 Evaluation is vital if we are to answer the question of whether gender medicine 
education can help produce gender-sensitive doctors. Gender medicine education 
is still a relatively young scientific domain and little is known about its 
effectiveness. To date, studies evaluating gender medicine education show 
positive attitudes of future doctors towards offering women’s health and gender 
medicine education.9-12 There is an interest in women’s health and gender issues 
and the subject is rated as an important one.12-14 At the same time, conflicting 
results are reported on the effectiveness of this education, for example in patient 
management or knowledge scores.7, 8, 15-21 Reasons for these conflicting outcomes 
may be attributed to several limitations of current studies. First, the studies 
include different educational activities (electives, modules, no specific education) 
and an explanation of the nature of the educational intervention is not always 
given.2, 16, 20-22 This results in a difficulty to compare the outcomes and in fact, may 
demonstrate a lack of consensus about the best educational approach to teach 
gender medicine. Second, many educational interventions teaching gender 
medicine are not in line with current evidence on effective medical education i.e. 
targeted, interactive education and more than one intervention preferably 
extended over time.7, 12, 14, 21 Third, most of the studies used relatively weak research 
designs, for example cross-sectional or retrospective evaluations.10, 14, 16, 18, 21 Last, 
the validity and reliability of instruments used are generally not assessed or 
reported hence making it difficult to compare and merit the research results.11, 16, 17, 19 
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This limits a valid insight into the effectiveness of gender medicine education and 
warrants the acquisition of more evidence on the effectiveness of gender medicine 
education. 
 Educators need to know what strategies are effective when teaching gender 
medicine. We know that the most effective medical educational methods are the 
most interactive ones and when more than one intervention occurs. Effectiveness 
increases in particular if these interventions are extended over time.23, 24 It would be 
interesting to know the effectiveness of a required gender medicine programme 
including the aforementioned educational principles. A gender medicine 
programme with a specific focus on the biopsychosocial aspect of gender would be 
such an approach to improve the probability of changing  trainees’ attitude and 
knowledge. In GP training, a specific focus on gender medicine means (1) addressing 
gender issues that are relevant for and frequently seen by GPs, (2) a teacher with 
content expertise and (3) educational activities that stimulate trainees’ reflection on 
their own gender in order to increase awareness of themselves as a woman or a 
men.23-25 Also, trainees’ participation should be required because it is a strong force 
in the acceptance of the subject by students as well as the faculty.26, 27 Assessing the 
best available evidence about what works in teaching gender medicine is important. 
 Research on gender medicine education has noted that female students benefit 
more from gender medicine education than male students do and they evaluate 
programmes better.7, 18, 20 Reasons for the differences appear a result of female 
student’s greater personal interest in gender-related issues. Also, the topics used in 
educational programmes may be perceived by male doctors as pertaining more to 
women’s specific experiences or the perception that gender issues are women’s 
issues.7, 20  Furthermore, male students may not be receiving adequate training in 
gender issues or perceive educational inequality. For example, a prior study showed 
that male primary care residents had a significantly lower number of women’s 
health visits per resident year and they had fewer experiences with both acute and 
preventive women’s health care.18 Male medical students reported inadequate 
participation on the obstetrics and gynaecology services, e.g. refusal to perform 
pelvic examinations by women patients and to a lesser extent by staff.28 This 
warrants a more in depth assessment of male and female trainees’ gender awareness 
and level of gender knowledge in order to determine adequacy of GP training on 
this subject.   
 The first purpose of this study is to compare the change in trainees’ gender 
awareness and gender knowledge following a modular gender medicine programme 
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with a mainstream gender medicine programme and a non-systematic gender 
programme respectively. The second purpose is to examine whether trainees’ 
gender awareness and gender knowledge is affected throughout each individual 
GP training institute. The third purpose is to determine whether gender differences 
in trainees’ gender awareness and gender knowledge are apparent and persist over 
the three-year GP training programme. 
Methods
Study group
In 2007, 207 trainees entered GP training at three institutes in the Netherlands 
(Nijmegen, Amsterdam-AMC and Leiden). All 207 trainees were invited and 204 
participated voluntarily in the study: 72 in Nijmegen, 72 in Amsterdam and 60 in 
Leiden. To preserve anonymity, trainees were identified using identification 
numbers. Individual scores from 2007 were matched with those from 2010 and 2011. 
A key figure at each institute held a list with the identification numbers and assured 
that both the pre- and post test were completed by the same  trainee. 
Study design and research intervention 
We conducted a prospective cohort study. We used three cohorts over a three-year 
period for comparison. Two cohorts attended gender medicine education with 
a different educational approach: a modular approach for cohort-Nijmegen, a 
mainstream approach for cohort-Amsterdam-AMC. A control cohort-Leiden did not 
follow any gender medicine education within the existing programme.
 In the Netherlands, the three-year GP training is a competency and clinically 
clinically-based postgraduate curriculum which is similar for all three cohorts. 
The first and third year are reserved for training in a general practice and the second 
year is dedicated to rotations in a hospital/ emergency room, clinics in a nursing 
home and a psychiatric outpatient clinic. Throughout their training, trainees are 
supervised by a GP trainer. In addition, trainees attend a weekly day release course 
(10 to 15 trainees), at the training institute for theoretical education, clinical and 
communication skills training and reflection. During these courses, trainees receive 
gender medicine education.   
 To answer our research question we compared the effect of two teaching 
methods that address gender medicine education in GP training. The modular 
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cohort attended five tutorials of three hours each spread out over time with explicit 
gender medicine education from a biopsychosocial perspective and based on 
effective medical education (interactive, reflective, extended over time). The 
tutorials focused on gender issues frequently seen by and relevant for GPs and was 
supervised by a GP trainer with content expertise.22  The mainstream cohort 
attended traditional courses that, where relevant, included gender medicine 
information based on a biomedical perspective but without an explicit focus on the 
different dimensions of gender. The focus was predominantly on medical knowledge 
and to a lesser extent on the psychosocial context in which both women and men 
function. The traditional courses were supervised by a GP trainer without specific 
gender expertise. Both educational approaches aimed to teach trainees about 
gender medicine in GP training. The control cohort attended no systematic 
educational activities on gender medicine. Box 1 outlines the key elements of the 
three training programmes.  
Research instrument
We used the Nijmegen Gender Awareness in Medicine Scale (N-GAMS) to measure 
gender awareness at entry and at completion of GP training. The N-GAMS was 
specifically designed for medical education research and its psychometric features 
are reported previously.29  It is used in another sample of trainees earlier.22 The 
N-GAMS contains 32 statements as is shown in Box 2. In three subscales, N-GAMS 
measures the following dimensions of gender awareness: (1) Gender Sensitivity 
(GS), which focuses on trainees’ attitudes towards gender concerns in health care 
(14 items), (2) Gender Role Ideology Patients (GRI-P), which measures gender 
stereotyping towards patients (11 items), and (3) Gender Role Ideology Doctors 
(GRI-D), which measures gender stereotyping towards doctors (7 items). For each 
subscale, participants indicated their level of agreement with each statement using 
a 5-point Likert scale (1=strongly agree, 5=strongly disagree). A high score on the 
gender sensitivity scale affirms the consideration of gender in health and illness. 
High scores on the GRI-subscales indicate higher agreement with gender 
stereotypes about patients or doctors. To assess trainees’ knowledge we included 
16 questions on gender-specific medical conditions related to or frequently seen in 
general practice. The participants were requested to rate statements on gender-
specific medical conditions as “true” or “false”. 
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 We used self-declared anonymised information to provide basic socio-demo-
graphic information of the trainees including age, sex, self-reported ethnicity and 
previous courses followed on gender medicine. A cover letter explained the aim of 
our study, indicated that participation was optional and clarified that responses to 
the questionnaire would not be assessed as “right” or “wrong”.  
Box 1  Principles and content of gender medicine education. 
Modular cohort Mainstream cohort Control cohort
Principles for 
teaching
Biopsychosocial
perspective
Biomedical 
perspective
 -
Knowledge, attitude 
and skills
Knowledge -
Multiple educational 
activities 
Multiple educational 
activities
-
GP teacher with 
content expertise
GP teacher GP teacher with 
content expertise
Extended over time Extended over time -
Encourage reflection - -
Content of training Gender socialization¹ Gender socialization¹ Domestic violence²
Gender and 
doctor-patient 
communication¹ 
Gender in sexually 
transmitted disease¹
Sexual abuse²
Gender and mental 
disorders²
Gender in 
doctor-patient 
communication¹
Acute topics in 
women’s health²
Gender and 
cardiovascular 
disease³
Gender and 
depression² 
Gender and intimate 
partner abuse³
Gender and domestic 
violence²
Gender and 
cardiovascular 
disease³
Gender in medically 
unexplained 
symptoms³
¹  = year 1; ² = year 2; ³ = year 3
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Box 2  The Nijmegen Gender Awareness in Medicine Scale items. 
Gender sensitivity; do you think that
1. Addressing differences between men and women creates inequity in health care.*
2. Physicians’ knowledge of gender differences in illness and health increases quality 
of care.
3. Physicians should only address biological differences between men and women.*
4. In non-sex specific health disorders the sex/gender of the patient is irrelevant.*
5. A physician should confine as much as possible to medical aspects of health 
complaints of men and women.*
6. Physicians do not need to know what happens in the lives of men and women to be 
able to deliver medical care.*
7. Differences between male and female physicians are too small to be relevant.*
8. Especially because men and women are different, physicians should treat 
everybody the same.*
9. Physicians who address gender differences are not dealing with the important 
issues.*
10. In communicating with patients it does not matter to a physician whether the 
patients are men or women.*
11. In communicating with patients it does not matter whether the physician is a man 
or a women.*
12. Differences between male and female patients are so small that physicians can 
hardly take them into account.*
13.  For effective treatment, physicians should address gender differences in etiology 
and consequences of disease.
14. It is not necessary to consider gender differences in presentation of complaints.*
Gender role ideology towards patients; do you think that
1.   Male patients better understand the approach of physicians than female patients.
2. Female patients compared to male patients have unreasonable expectations of 
physicians.
3.  Women more frequently than men want to discuss problems with physicians that 
do not belong in the consultation room.
4.   Women expect too much emotional support from physicians.
5.   Male patients are less demanding than female patients.
6.   Women are larger consumers of health care than is actually needed.
7.   Men do not go to a physician for harmless health problems.
8. Medically unexplained symptoms develop in women because they lament too 
much about their health.
9.   Female patients complain about their health because they need more attention 
than male patients.
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Ethical approval
Formal ethical approval for this study was not required by the ethical committee of 
Radboud University Nijmegen Medical Centre because of the non-invasive character 
of the questionnaire.
1.1 Data analysis
We used SPSS v16 for data analysis. First, we recoded items of the GS-subscale that 
were scored in reverse. No gender stereotyping items were in scored in reverse. 
We used parametric tests to analyse our data as each subscale consists of 7 or 
more items.30 The N-GAMS subscales reliability scores were internally consistent. 
Cronbach’s alpha ranged from 0.68 to 0.91 with the exception of the modular 
cohort’s baseline score on the GRI-D subscale (α=0.61).  
The analysis consisted of the following:
1. Chi-squared tests to examine demographic characteristics (categorical variables) 
between (1) modular cohort and mainstream cohort and (2) between modular 
cohort and control cohort.
Box 2  Continued. 
Verdonk P et al. Medical Students’ Gender Awareness. Construction of the Nijmegen Gender 
Awareness in Medicine Scale (N-GAMS). Sex Roles 2008;58:222-234.
Responses varies from 1=totally disagree and 5=totally agree. 
* Scored in reverse.
10. It is easier to find causes of health complaints in men because men communicate 
in a direct way.
11. Men appeal to health care more often with problems they should have prevented.
Gender role ideology towards doctors; do you think that
1. Male physicians put too much emphasis on technical aspects of medicine 
compared to female physicians.
2. Female physicians extend their consultations too much compared to male 
physicians.
3.    Male physicians are more efficient than female physicians.
4.    Female physicians are more empathic than male physicians. 
5.    Female physicians needlessly take into account how a patient experiences disease.
6.    Male physicians are better able to deal with the work than female physicians.
7.    Female physicians are too emotionally involved with their patients. 
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2. Analysis of variance (ANOVA) to examine demographic characteristics between 
the cohorts (means) and to compare mean subscale scores of the three cohorts. 
3. Independent t-tests to examine differences of mean subscale scores between 
(1) modular cohort and mainstream cohort, (2) modular cohort and control 
cohort and (3) males and females.
4. Dependent t-tests to compare the mean subscale scores at entry and end for 
each cohort, for males and females. 
A p value of .05 was used as significance level. Non-response bias was explored 
comparing the results at entry of trainees who did and did not complete the 
second questionnaire. No significant differences in scores were found. Follow up 
bias was reduced by using different methods of contact by the key figures 
(telephone, email, post).
Results
Cohort response
The cohort’s response rate to the N-GAMS and gender knowledge questionnaire 
varied slightly. The overall response rate was 98.5% (139 females, 65 males) at entry 
to GP training and 67.6% (99 females, 39 males) at the end of GP training. A total of 
24 trainees left GP training prematurely (modular cohort 11, mainstream cohort 10 
and control cohort 3).
 In the follow-up in 2010-2011, 48 trainees of the modular cohort, 45  trainees of 
the mainstream cohort and 47 trainees of the control cohort completed the 
N-GAMS, representing 78.7%, 82.5%, and 72.6% of the eligible trainees who started 
the course in 2007. There were no significant differences between the cohorts with 
regard to gender, age, self-reported ethnicity and working experience at entry 
(Table 1). At entry, trainees of the modular cohort had significantly more gender 
educational background than their corresponding colleagues. 
Results between cohorts
Few significant differences were found between the three cohorts with the following 
exceptions (Table 2). When comparing the three cohorts in one analysis, a significant 
difference was found among mean scores on gender knowledge but not on gender 
sensitivity and gender stereotyping (F = 3.087; df 2;  p = 0.049). 
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 When comparing the both cohorts that received gender medicine education 
with the control cohort, a more nuanced picture emerged. With regard to differences 
between the modular cohort and the mainstream cohort, the modular cohort was 
found to have a significantly higher score on gender knowledge than the mainstream 
cohort (T= 2.279; df 91; p =0.025). The mean change in gender knowledge score in 
the modular cohort and mainstream cohort was 1.39 and 0.33 respectively. There 
was no difference in mean scores on gender sensitivity and gender stereotyping.
 There was a significant difference between the modular cohort and the control 
cohort on the mean gender stereotyping toward patients scores (T= -2.366; df 93; 
p= 0.02). The modular cohort did not change in mean score for gender stereotyping 
toward patients between entry and end. The control cohort mean change was 0.24 
(at entry 2.20 and at end 2.45 respectively). This indicates a decline in trainees’ 
attitude of gender stereotyping towards patients in the control cohort.  
Table 1  Socio-demographic characteristics of the cohorts at entry. 
Modular 
n = 72
Mainstream 
n=72
Control
n=60
p*
Female(%) 47 (65.3) 55 (76.4) 37 (61.7) 0.160
Age (mean, SD) 29.8 (4.2) 29.5 (3.74) 29.6 (4.3) 0.936
Self-reported ethnicity (%)
Western
Non-western
Unknown
64 (88.9)
5 (6.9)
3 (4.2)
66 (91.7)
2 (2.8)
4 (5.6)
53 (88.3)
3 (5.0)
4 (6.7)
0.527
Hospital working experience(%) 36 (50,0) 40 (55.6) 29 (48.3)  0.824
Out of hospital working experience 9 (12.5) 10 (13.9) 12 (20.0)
Both 16 (22.2) 10 (13.9) 8 (13.3)
Other working experience 11 (15.3) 12(16.7) 11 (18.3)
Working experience, years (%)
< 1 year 
1-3 years
> 3 years
Unknown
24 (33.4)
29 (40.3)
18 (25.0)
1 (1.3)
20 (27.7)
42 (58.3)
10 (14.0)
0
24 (40.0)
26 (43.3)
9 (15.0)
1 (1.7)
0.851
Former gender education (%) 44 (61.1) 20 (27.8) 26 (43.3) 0.000¹
No former gender education(%) 28 (38.9) 51 (70.8) 33 (55.0)
Unknown(%) 0 1 (1.4) 1 (1.7)
* One-Way ANOVA (means) or Chi-square (percentages) 
¹  p <0.05; comparison statistical significant
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Results within cohorts
Regarding gender sensitivity, all three cohorts had a higher, more positive, mean 
score but the change was significant for the modular and control cohort only 
(Table 2). The modular cohort was more receptive to change than the other two 
cohorts. The mean change of the modular cohort was 0.20, a significant improvement 
(T= -3,77; df 47; p <0.05). The score of the control cohort increased from 3.65 at entry 
to 3.80 at the end (T= -4.04; df 46; p <0.05). The mean change score in the mainstream 
approach cohort increased not significantly. 
 The GRI-P and GRI-D mean scores at entry and end did not change in the 
modular cohort in contrast to the other two cohorts. In the mainstream cohort, the 
mean score on the GRI-D increased significantly from 2.19 to 2.50 (T = -2.47; df 44; 
 p< 0.05).  In the control cohort, the mean change score on the GS-P as well as the 
GS-D increased, reflecting more gender stereotyping towards patients (T= -2.89; 
df 46; p< 0.05) and doctors (T= -2.25; df 46; p<0.05). 
 Gender knowledge increased over the course of the GP training for all three 
cohorts. This improvement was significant in the modular cohort where the score 
increased from 10.25 to 11.64 (T= -3.84; df 47; p <0.05). The same can be said of the 
control cohort with an increase in score from 9.82 to 11.08 (T= -3.94; df 46; p<0.05). 
The mainstream cohort, however, increased in score from 10.47 to 10.80. This 
improvement did not reach statistical significance. 
 
Gender differences
Both genders increased their gender knowledge but the mean gender knowledge 
scores did not differ significantly between male and female trainees. Interestingly, 
male trainees’ mean score at entry was lower than female  trainees’ mean score but 
higher at the end (male mean change 1.5 versus female mean change 0.8, p = 0.06). 
In terms of knowledge gain, men seem to benefit more from gender medicine 
education (Table 3). 
 Female and male trainees differed significantly in gender sensitivity mean score 
at entry (T= -3.018; df 138; p=.003) and end (T= -3.102; df 138; p= .002), and in GRI-P 
mean score at entry (T=2.398; df 138; p= .018) and end (T= 3.551; df 138; p=0.01). 
Both genders had more positive scores on the gender sensitivity subscale and more 
negative scores on GRI-P subscale. Female trainees were found to have more 
positive scores on the attitude subscales. There was no overall difference between 
the female and male trainees’ score on the GRI-D subscale. 
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Discussion
This study demonstrates that trainees following gender medicine education based 
on a modular teaching method, tailored to effective medical education, are more 
gender aware and have more gender knowledge at the end of their training than 
trainees who had other gender medicine education (mainstream, non-systematic). 
When gender medicine is not explicitly taught, trainees’ gender stereotyping 
towards patients increases significantly through GP training. This indicates a decline 
in trainees’ attitude following a mainstream gender medicine or a regular, and 
possibly gender-blind, programme. Following a modular programme with a teacher 
with content expertise, trainees score highest on gender knowledge. This study 
also shows that on gender sensitivity and gender stereotyping towards patients, 
the attitude scores of female trainees are significantly more favourable than those 
of male trainees. Male trainees have a higher increase in gender knowledge but this 
is not significant. 
 Our findings suggest that a modular based gender medicine programme with 
a GP teacher with content expertise yields better outcomes than other teaching 
approaches. Although differences are small, both gender sensitivity and gender 
knowledge increase significantly. Within this educational intervention gender 
stereotyping does not change (towards patients) or does not change significantly 
(towards doctors)  throughout GP training. This is remarkable because the modular 
cohort had more education in gender medicine during their initial medical training 
but nevertheless this cohort improves best on all primary outcomes. Integrating 
gender medicine education in undergraduate and postgraduate training may allow 
Table 3  Socio-demographic characteristics of the cohorts at entry. 
Gender  
sensitivity
GRI 
patients
GRI 
doctors
Gender 
knowledge
F M p* F M p* F M p* F M p*
Entry 3.8 3.6 .003¹ 2.2 2.4 .018¹ 2.3 2.3 .70 10.3      9.9 .16
End 3.9 3.7       .002¹ 2.3 2.6 .001¹ 2.5 2.6 .17 11.1 11.4 .25 
* Independent Student’s t-test; to test of whether means between females and males differ
¹ p < 0.05; comparison statistical significant
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continuing medical education in this field to be more successful in bringing about 
changes to doctors’ behaviour and knowledge.
 The mainstream approach yields no statistically significant benefits but in 
contrast, adverse effects are seen in gender stereotyping both towards patients and 
doctors. Maybe trainees do not recognize the value of gender medicine when the 
subject is mainstreamed into traditional courses.31 The drawback to gender 
mainstreaming in medical education can be that broadening the focus will lead con-
tradictorily to dilution: separate attention to knowledge, attitude and expertise of 
gender medicine will fade away making the subject less visible. For example, aspects 
of gender, integrated in an existing cardiovascular disease course, may be mentioned 
briefly but touched upon insufficiently for trainees to become fully aware of the 
various dimensions on which gender can influence medicine.1, 32, 33  Thus, explicit focus 
on gender medicine, exhibiting features of effective medical education, shows most 
beneficial effects especially when a GP  with content expertise is the teacher. 
 In the control cohort, gender sensitivity and gender knowledge of trainees 
increase significantly but at the same time a significant adverse effect is observed 
with regard to gender stereotyping. A closer analysis of the total curriculum of that 
cohort reveals some confounders. The curriculum includes gender-related modules, 
supervised by a GP teacher with content expertise, on domestic and sexual violence, 
and acute women’s health. These findings may explain the high percentage of 
trainees in the control cohort that perceived gender medicine through GP training 
(68.1%) as well as the moderate effect on gender awareness and gender knowledge. 
 This study contributes to the literature on the effectiveness of gender medicine 
education in several ways. First, we demonstrated the advantages of a particular 
teaching method by comparing. The aim of evaluative studies in medical education 
is to determine the existence and strength of a possible association between an 
educational intervention and an outcome by comparison.34 In our study we included 
two interventions and a control cohort to meet the essence of evaluative studies: 
comparison. Second, we made a valid comparison between the two cohorts 
exposed to gender medicine education with clear programme contents using two 
different teaching methods with one specifically integrating the features of effective 
medical education.23 The study was prospective with an assessment before and 
after, including a moderate, but sufficient number of participants and a satisfactory 
response rate. The educational intervention lasted the entire GP training covering 
especially the first six months. Most of the increase in knowledge and skills occurs in 
this period.35, 36 Third, we used a validated instrument.29 
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 Previous research has reported a relationship between gender and professional 
attitude towards health care issues as well as between gender and perceived 
relevance of gender medicine education.7, 8, 14, 18, 20 Women demonstrate higher 
attitude scores and they value gender medicine education higher than men. Despite 
consistent reports regarding gender differences in the evaluation of gender 
medicine, our current and other previous findings show that male GPs are not 
disadvantaged, do not perform poorly and do not exert negative attitudes toward 
both gender issues and gender medicine education.2, 22
 Study limitations must also be discussed. When considering the effectiveness of 
gender medicine education in GP training we have to take into account that a 
modification of gender awareness may also be related to the fact that trainees show 
a growth in professional development including insight in gender issues obtained 
during GP training. Second, more than half of the  trainees of the control cohort 
reported to have had some kind of training in gender medicine. This limits the 
internal validity, i.e. the degree to which conclusions about cause and effect can be 
made. It was beyond the possibilities of any of the three GP training institutes to 
overcome the logistical obstacle implicit in a randomized controlled trial. Last, the 
observed changes in scores might be significant but small. Whether the scores 
correspond with better gender-sensitive clinical performance is an important 
question for further research. 
 In conclusion, we recommend that future gender medicine education strategies 
consists of a modular approach with specific focus on gender medicine from a 
bio psychosocial perspective and extends over time with multiple educational 
inter ventions. Last, a GP trainer with content expertise seems to contribute to the 
effectiveness of the modular gender medicine programme. 
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Abstract
Introduction
Gender is increasingly regarded as an important factor in doctor-patient 
communication education. This review aims to assess if and how gender is addressed 
in current assessment instruments for communication skills in medical education.
Methods
In 2009 at Radboud University Nijmegen Medical Centre, an online search was 
conducted in bibliographic databases PubMed, PsycINFO, and ERIC for references 
about communication assessment instruments completed by trained faculty 
member and used in medical education. The search strategy used the following 
search terms: consultation skills, doctor-patient communication, physician-patient 
relations, medical education, instruments, measurement, and assessment. Papers 
published between January 1999 and June 2009 were included. The assessment 
instruments identified were analysed for gender-specific content. 
Results
The search yielded 21 communication skills assessment instruments. Only two of 
the 17 checklists obtained explicitly considered gender as a communication-related 
issue. Only six out of the 21 manuals considered gender in any way and none gave 
specific detail to explain which aspects of communication behaviour should be 
assessed with regard to gender. 
Discussion
Very few communication assessment instruments in medical education focus on 
gender. Nevertheless, interest exists in using gender in communication assessment. 
Criteria for and purpose of assessing gender in communication skills in medical 
education are yet to be clarified.
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Introduction
Communication skills are seen as important qualities in doctors. They are as essential 
to the effective practice of medicine as medical knowledge, problem-solving 
abilities and the physical examination skills.1-3 Research has shown that these skills 
lead to improved health outcomes, such as enhanced patient satisfaction and 
adherence to management plans.4, 5 Therefore, teaching and assessing future 
doctors’ communication skills is a key element in medical education.6 A properly 
planned communication curriculum offers future doctors opportunities to review 
and refine existing skills, while adding new communication skills. Important 
elements of this learning process are feedback, assessment and the examination of 
the acquired communication skills. The process should guarantee that future 
doctors demonstrate effective communication skills, including skills for specific 
communication contexts that relate to gender, age, and ethnicity.7, 8 
 Gender is regularly overlooked, but is nevertheless an important variable within 
doctor-patient communication. Research shows that the communication and 
content of the medical encounter can differ depending on the gender(s) of the 
doctor and the patient. For example, female doctors make more positive statements, 
ask more information, and tend to communicate higher degrees of empathy than 
male doctors.9-12 The importance of empathy in the doctor-patient relationship is 
widely accepted. Female primary care doctors engage more often in patient-cen-
tred communication such as active partnership behaviours and psychosocial 
counselling.13 Patient-centred communication is widely endorsed as a central 
component of high-quality care. Furthermore, numerous studies have shown that 
there are disparities in communicating gender-related health conditions. For 
example, female general practitioners (GPs) use more affective behaviour (giving 
attention, reassurance) and male GPs use more instrumental behaviour ( giving 
information) when communicating fatigue- or HIV-specific communication; the first 
strategy results in more effective or higher quality communication.12, 14 Male patients 
hold stronger gender-stereotypical beliefs toward sexuality than female patients, 
and are less likely to initiate conversations about sexual issues with their doctor. 15 
Moreover, whether the doctor is a man or a woman has significant bearing when it 
comes to (non-) dominating behaviour within the doctor-patient relationship. 
Female doctors adopt a less dominant interaction style with their patients than 
male doctors do, which is related to better adherence and positive patients’ health 
outcomes.16, 17 In summary, recognition of gender-related factors in doctor-patient 
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communication (i.e. gender-sensitive communication) could be beneficial to 
doctors when communicating with their patients. 
 Over the last decade, there is a considerable interest in gender as a domain in 
doctor-patient communication education. Doctor competency frameworks and 
consensus statements on communication curricula have acknowledged and 
incorporated gender as a domain of clinical communication. 2, 12, 15, 18 Recently, 
gender competencies have been determined for medical curricula (CanMEDS roles) 
to help educators to build and plan a competency framework that includes gender.19 
Gender-sensitive communication has been defined within the CanMEDS role of 
communicator as follows: the ability in clinical communication to elicit and synthesize 
information from a patient, family or community from a gender perspective, outline sex 
and gender based influences on health, and describe approaches for dealing with 
them.20 In  response to the increasing interest in gender, medical educators are 
beginning to take a more active role in teaching gender-related issues.21-24 
 An area in need of improvement in medical education is the assessment of 
gender- sensitive communication.  A future doctor should comprehend gender- 
sensitive communication, apply that to practical situations, and should know how 
gender-sensitive behaviour is to be assessed. Hence, clarity about what is expected, 
regular feedback, and applicable and recognisable gender-associated criteria are 
yet to be dertermined. We wished to determine whether current communication 
skills assessment instruments already consider gender. Results from this review 
may improve the communication skills assessment with regard to gender- 
associated aspects of communication in medical education. Despite the increasing 
 acknowledgement of the role of gender in doctor-patient communication, we do 
not know whether gender-related components have been systematically integrated 
into communication skills assessment instruments. As far as we know, this is the 
first review for gender appraisal of communication skills assessment instruments. 
Our research questions:
RQ1 To what extent is gender represented in checklists of current assessment 
instruments for communication skills in medical education?
RQ2 To what extent do user manuals or background papers of current assessment 
instruments for communication skills consider gender?
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Methods
Search strategy and instruments rating
Communication skills assessment instruments were identified through a review of 
the English and Dutch literature published between January 1999 and June 2009. In 
June and July 2009, we searched three bibliographic databases including PubMed, 
PsycINFO, and the Educational Resources Information Centre (ERIC) for papers 
referring to communication skills assessment instruments. Search terms used were: 
consultation skills, doctor-patient communication, physician-patient relations, medical 
education, instruments, measurement, and assessment. The reference lists of the 
papers were hand-searched for further existing literature. Also, any review paper 
known to us on this subject was included for the purposes of identifying 
communication assessment instruments. 25-29 The search was conducted by the first 
author (PD) and a librarian. Figure 1 details the search strategy.
Inclusion and exclusion criteria
To be included in the review, communication skills  assessment instruments were 
required: (1) to have been developed for use in medical education (undergraduate 
and postgraduate training); (2) to have been developed for formative or summative 
assessment of communication skills in the real setting or in video-taped context, 
and (3) to be completed by a trained faculty member with consequently content 
expertise. 
 We excluded assessment instruments that were designed: (1) primarily for self- 
completion, or for completion by patients or peers, and (2) for use in educational 
settings other than the medical context. Research shows that sufficient training of 
observers and use of video-taped interactions is necessary to achieve acceptable 
reliability. 30 For that reason, assessment instruments intended for completion by 
trained faculty members are given preference to other communication skills 
assessment instruments. 
Data extraction and analysis
We electronically identified 559 papers (PubMed 487, PsycINFO 34, and ERIC 38) as 
shown in Figure 1. A total of 70 papers were selected for a more detailed review of 
the abstract and reference lists. A hand search of the reference lists yielded another 
21 papers of which all abstracts were read. Finally, we identified 62 papers that 
described or included a communication assessment skills instrument used in 
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medical education and designed to be completed by a trained faculty member. The 
review papers yielded one additional communication skills assessment instrument.28
 For each communication skills assessment instrument, we attempted to identify 
title, a description, the checklist, and the user manual. If the checklist or user 
manual were not readily accessible, we tried to obtain them from the authors by 
Figure 1  Flowchart of search and review. 
 Search in bibliographic databases in June 2009.
- PubMED (N=487) 
- PsycINFO (N=34)
- Eric (N=38)
Total citations from electronic search: N=559
 
 
 
 
 
489 excluded because: 
- no communication skills assessment
- no assessment instrument included
- no medical education setting
- duplicate papers 
 (papers could be excluded 
  for more than 1 reason)  
 
 
 
 
 
  
  
   
559 abstracts reviewed  
70 articles reviewed  including 
references, adding 21 papers 
 
 
21 consultations skills assessment
instruments to be included in review  
 
29 abstracts excluded after article review: 
- no assess ment instrument to be 
 completed by a  faculty member or rater 
 with content expertise
- no medical education setting  
 
  
   
 
  
62 papers retained
91 papers included in overall search 
Several papers yielded the same
assessment instrument 
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email. If neither a checklist or manual were obtained, we reviewed the paper 
describing the communication skills assessment instrument. 
Table 1 lists the 21 different communication skills assessment instruments that met 
the eligibility criteria. For 13 of these instruments we were able to review both 
checklist and user manual.2, 6, 28, 30-39 Of the remaining 8 instruments we reviewed 
whichever documentation was available which consisted of the  user manual only 
(in 2 cases40, 41), the checklist and the corresponding paper (in 4 cases42-45), the 
manual and the paper (in 1 case46), or the corresponding paper only (in 1 case47).  
 Two of the authors (PD, TL-J) rated each of the instruments identified. The 
checklists, manuals, and papers obtained were screened for gender-associated 
information in the content of the selected assessment instruments. This analysis 
method has been used previously in screening medical textbooks and practice 
guidelines.48, 49 
 The content analysis of gender-specific statements focused on the presence of 
the following terms: gender, sex, female, male, man/ men, and woman/ women. We 
classified the degree of attention to gender in the checklist as representative of no 
intention or intention depending on the absence or presence of gender-specific 
statement. We used this dichotomy only for rating checklists as they are in general 
brief and clarifications are described in the manual. We classified the user manual 
according to the degree of attention paid to gender as demonstrating either no 
intention, little intention, or marked intention. We classified a user manual as no 
intention when the content analysis of the material pertaining to the selected 
instruments comprised no gender-specific words or statements. We defined a user 
manual as having little intention if it included gender-specific words or statements 
but lacking reference to the expected gender-sensitive observable behaviour. We 
designated a user manual having marked intention if gender-specific words or 
statements were included and clarification was given with regard to the expected 
observable gender-sensitive behaviour. 
 Inter-rater reliability of the two observers (i.e. the degree of agreement among 
them) was assessed using Cohen’s kappa (as good when κ > 0.80 and poor when κ 
< 0.20). Inter-rater reliability of the two observers was high for both research 
questions, at κ = 1.0 for the checklist rating and κ = .70 for the user manual or 
background paper rating. 
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Table 1   Results gender specific information in consultation skills assessment 
instruments.
Instrument Reference Description Attention to gender in checklist Attention to gender in  manual or paper
1 Amsterdam Attitude and 
Communication Scale (AACS)
De Haes et al (2205) ³⁰ Assessment of doctor-patient 
communication and professional 
communication.
No No
2 Amsterdam Attitudes and 
Communication Scale (AACS); 
foreign medical graduates 
Tromp et al (2007) ³⁸ Assessment of professional behaviour 
including communication by foreign 
medical graduates
Marked intention 
Example: “shows respect for patients’ gender, 
religion, ethnicity, and sexual orientation”.
Little intention
Citation page 2: “shows respect for patients’ 
gender, religion, ethnicity, and sexual 
orientation”.
3 Analytic Global Rating (GB) Hodges et al (2003) ⁴² Assessment OSCE on empathy, 
coherence, verbal and non-verbal 
expression
No No (paper)
4 Arizona Clinical Interview 
Rating Scale (ACIR)
Pfeiffer et al (2001) ³⁶ Assessment of interviewing technique No No
5 Calgary Cambridge 
Observation Guide (CCOG)
Kurtz et al (2003) ³³ Assessment of the doctor’s  interview 
with the patient, the explanation of 
the diagnosis and the related medical 
planning
No No
6 CanMEDS Rating Scale Frank et al (2007) ⁴ Assessment of seven CanMEDS roles 
including “communicator”.
No Little intention
Citation page 4: “Respect diversity and 
difference, including but not limited to the 
impact of gender on decision-making”.
7 CanMEDS Rating Scale, 
pediatric version
Jefferies et al (2007) ⁴⁴ Assessment of seven  CanMEDS roles 
including “communicator”; developed for 
a neonatal-perinatal training programme
Marked intention
Example: “recognizes when racial, cultural, 
gender or societal issues are present in a 
clinical situation”.
No (paper)
8 Common Ground Rating Form Lang et al (2004) ³⁴ Assessment instrument used to evaluate 
a patient-centred/ relation-centered 
medical interview
No Little  intention
Citation, page 5: “Include comments that  
feel racist, sexist, ageist, or biased in some 
other way”.
9 Communication Rating System 
(CRS)
Hulsman et al (2002) ³² Assessment of the communication 
behaviour of doctors in encounters with 
patients
No No
10 Communication Skills Scale 
(CSS)
Utting et al (2000) ⁴⁷ Assessment of the quality of  doctor-
patient communication in a medical 
consultation
Not available No (paper)
11 Davis Observation Code (DOC) Nuovo et al (2006) ⁴⁶ Assessment of doctor-patient 
interactions. A videotape of a doctor 
patient encounter is reviewed by a 
trained observer
Not available No ( user manual and paper)
12 Four Habits Coding Scheme 
(4HCS)
Rouf et al (2009) ³⁷ Assessment of doctors’ clinical behavior 
in medical interviewing
No No
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Results  
Gender perspective in checklists 
For the 21 communication assessment instruments listed in Table 1, we obtained 17 
checklists and reviewed them for the occurrence of gender-specific statements. 
Only two checklists explicitly mention gender as an assessment criterion. The first 
instrument is a derivative checklist of the CanMEDS Rating Scale developed for a 
neonatal-perinatal medicine training programme. This rating scale, which includes 
Table 1   Continued.
Instrument Reference Description Attention to gender in checklist Attention to gender in  manual or paper
13 Kalamazoo assessment tool or 
Harvard Communication Skill 
Form
Makoul et al (2001) ² Assessment  of the essential elements 
of communication skills in medical 
encounters (Kalamazoo consensus).
No Little intention 
“Understand the patient’s perspective; explore 
contextual factors e.g., family, culture, gender, 
age, socioeconomic status.”
14 Liverpool Communication 
Skills Assessment Scale
Humphris et al (2001) ⁴³ Assessment of specific OSCE stations for 
communication competency
No No (paper)
15 MAAS – Global Rating List for 
Consultation Skills of Doctors
Van Nuland et al 
(2007) ³⁹
Assessment of  doctors’ consultations 
skills by video observation
No No
16 Macy Model Checklist (Macy) Kalet et al (2004) ⁴⁵ Assessment of communications skills in 
the medical encounter: communication 
with patients, about patients, and 
medicine
No No
17 Medical Interview Skills 
Competency Evaluation 
(MISCE)
Schirmer et al (2005) ²⁷ Assessment of doctor patient 
communication addressing most 
common communication problems 
No Little intention
“Understand the patient’s perspective; explore 
contextual factors e.g., family, culture, gender, 
age, socioeconomic status.”
18 Patient-centred behaviour 
coding instrument (PBCI)
Zandbelt et al (2005) ⁴¹ Assessment of the amount of doctors’ 
patient-centered communication in a 
medical consultation
Not available Little intention
Citation page 3 “ Independent variables sex of 
doctor and sex of patient.” 
19 Relational Communication 
Scale for Observational 
Measurement (RCS-O) 
Gallagher et al (2001) ³¹ Assessment of the various aspects of 
relational communication between 
doctors and patients
No No
20 Roter Interaction Analysis 
System (RIAS)
Roter et al (2002) ⁴⁰ Medical interaction assessment. The RIAS 
is a method of coding doctor-patient 
interaction during the medical visit
Not available No
21 SEGUE Framework Makoul et al (2001) ³⁵ Assessment of medical communications 
tasks using a research-based checklist
No No
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the CanMEDS roles, indicates that a well-trained doctor “recognizes when racial, 
cultural, gender or societal issues are present in a clinical situation and attempts to 
resolve them…”. 44 The second checklist is the Amsterdam Attitudes and 
Communication Scale for foreign medical graduates.38 This checklist includes the 
text: “Respect for the patient in gender, religion, origin, and sexual inclination.”
 Five other checklists explicitly mention the element “understanding the patient’s 
perspective with regard to contextual factors” as an important communication skill, 
but do not actually identify gender as an example of such a contextual factor: the 
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Calgary Cambridge Observation Guide, the Arizona Clinical Interviewing Rating 
Scale, the Kalamazoo Consensus Statement Framework, the Macy Initiative in Health 
Communication Model, and the Medical Interview Skills Competency Evaluation. 
The contextual factors most commonly mentioned in these checklists are family, 
work, culture, and spirituality and, to a lesser extent age.
 Two other checklists, the Segue Framework and the Four Habits Coding sheet 
address the patient’s perspective from a more general point of view. These checklists 
focus on issues such as “expressing care, concern, empathy”, “explore the impact on 
patient’s life”, or “being interested in the patient’s understanding of the problem”. 
Again, contextual factors are addressed (e.g. living situation, family relations) but 
the issues are not linked with gender. 
Gender perspective in user manuals
We assessed 16 user manuals and 6 papers for occurrences on gender-specific 
statements (Table 1). We identified 6 manuals in which the authors in some way 
express the intention to consider gender-associated factors in the assessment of 
doctor-patient communication in medical education. The manuals of the CanMEDS 
Framework, the Amsterdam Attitude and Communication Scale for foreign medical 
graduates, the Common Ground Assessment Instrument, and the Patient-centred 
behaviour coding instrument consider gender. In addition, the Medical Interview 
Skills Competency Evaluation and the Kalamazoo Assessment tool are described as 
considering gender in the paper that serves as manual template for both these 
instruments.2 No user manual and/or paper was found to include a clarification of 
gender-sensitive observable behaviour.  
 Some communication assessment instruments touch on gender-related issues, 
such as the Common Ground Assessment Instrument. This instrument addresses 
communication issues in doctor-patient interaction such as “use of authority”, and 
“works very effectively at bridging differences between the interviewer and the 
patient”. The criteria mentioned were not explicitly related to gender or to any other 
contextual factors for that matter.
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Discussion
In this comprehensive review we investigated the occurrence of gender as a 
contextual factor in current communications skills assessment instruments in 
medical education. Our search yielded international instruments designed for use 
in real time or video-taped consultations, of which several are used extensively in 
medical education (i.e. MAAS-global, CanMEDS, Common Ground Rating Forms, 
Four Habits Coding Scheme, and Segue Framework). Two conclusions can be drawn 
from the results. Firstly, of the 21 instruments identified, only two explicitly mention 
gender as a criterion in their checklist, although more checklists include contextual 
factors. The checklists vary considerably in terms of the contextual factors addressed 
and patient perspective in communication skills assessment. Secondly, our results 
demonstrate that none of the user manuals gives systematic attention to the 
contextual factor of gender in communication skills assessment. Gender-specific 
cues are not clearly defined or gender-specific information is hidden in single words. 
A sound clarification of gender-based communication is not available and outcome 
measures for observers as well as users are not reported. 
  Some instruments under study provide useful examples to advance 
professional behaviour with regard to gender in doctor-patient communication. 
The two checklists that do refer to  gender demonstrate their intentions for the 
potential use of this criterion in assessing communication skills.38, 44 Unfortunately, 
both manuals lack explanations of the content and use of the gender criterion. We 
therefore believe that it is uncertain whether feedback or assessment about gen-
der-associated communication will actually take place. This limits the impact of the 
communication skills assessment instrument and shows the incomplete use of an 
assessment instrument’s potential.
  The instruments collected vary in terms of the extent to which their user manual 
provides general descriptions for the rating of the criteria pertaining to  specific 
communication behaviours or tasks. Some instruments include  extensive 
information to guide observers in their assessment with explicit examples. For 
example, the manual for the Common Ground Rating Form  includes general 
examples of negative talk as additional instructions for the rater (page 5). Gender-
specific examples of negative talk (i.e. sex-specific terms that trivialize or stereotype 
men or women) could be added to provide more appropriate instructions to 
observers. Although the Calgary –Cambridge Observation Guide does not consider 
gender,  it does emphasize the need to understand the patient’s perspective in, for 
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example, the item “effects: determines the effect on patient’s life of each problem”. 
Men’s and women’s life experiences, gender roles and social positions differ with 
subsequent consequences for their health. For example, being a woman is a strong 
predictor of partner abandonment in patients with serious medical illness.50 Here, it 
is pertinent to point out that emphasis on gender roles may lead to a better 
understanding as well as a better judgement of the patient’s perspective. 
 A lack of clarity by faculty and educators about these gender principles, gender 
blindness, seem to have confounded the development of gender in communication 
skills assessment tools so far. Nevertheless, integrating gender into communication 
assessment tools is a way to deal with gender blindness in medical encounters. This 
process of incorporating gender in communication assessment tools, gender 
mainstreaming, adequately addresses the aim of the editors of consensus 
statements on the content of communication curricula in medical education.2, 18 
We believe that the greatest contribution of gender mainstreaming  will be to 
deepen interpersonal communication in the medical encounter. Various key 
elements of communication assessment tools offer possibilities for appropriate 
attention to  gender. A key element of communication assessment tools that is 
governed by gender is the ability of building a relationship. Men and women use 
the same language differently; men and women may communicate for different 
purposes. Men more often communicate to establish independence, control and 
status. Women more often communicate to build rapport and to approach 
intimacy.51 These differences can make a difference in the context of relationships 
between women and men, or doctors and patients. Recognizing gendered 
communication styles or experiences may prevent the occurrence of embarrassing 
and disturbing interactions. In summary, it seems appropriate and achievable to 
administer gender-associated components in communication assessment tools in a 
non-discriminating way. 
 How do we move towards encouraging the development of  gender-sensitive 
communication skills? Educators need to make the transition from the conceptual 
underpinnings of gender and doctor-patient communication to operational 
indicators that are observable and measurable elements of communication skills. 
The first step should involve the development of a theoretical framework of gender-
sensitive communication with a clearly defined construct what behaviour should be 
measured. The CanMEDS gender-associated  competencies may represent a good 
starting point for this but transformation of these competencies to observable 
behaviour is vital. Secondly, Boon and Stewart concluded that there enough scales 
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have been published and that no new instruments should be designed; instead, 
work should focus on improving  or modifying existing scales.52 Gender-associated 
criteria should be added to checklists and gender-specific information should be 
included into user manuals of communications skills assessments instruments. By 
being explicit about specific gender-associated criteria for communication skills 
assessment, we can make clear to future doctors, observers and faculty members 
what kind of professional competencies on gender-sensitive communication they 
will be expected to acquire and to demonstrate, and how they will be assessed. It is 
still true that assessment in education drives the curriculum.8 What is to be assessed 
is taught and learned. Assessment motivates learning, legitimises the importance of 
the subject to learners, and encourages the acceptance of the subject by faculty 
members.
 Our study has some limitations. Firstly, it is possible that our review failed to 
identify all existing assessment instruments or potentially available material of the 
selected assessment instruments. Despite our efforts, we did not succeed in 
contacting all authors to obtain missing material. In addition, we recognise that a 
proportion of the communication skills education occurs informally and may 
therefore not be reflected in assessment instruments. Nevertheless, the selected 
instruments fit with those cited in other reviews of assessment instruments and we 
think they represent a comprehensive and representative selection.5, 27, 28 Secondly, 
we limited our study to assessment instruments that are intended for completion 
by trained faculty members. We cannot apply our conclusions to all assessment 
instruments available (i.e. those that are completed by patients, simulated patients, 
peers, or self). Finally, we did not assess the methodological quality of the 
assessment instruments. Psychometric properties of assessment instruments have 
been reported previously.5, 28 Our aim was not to rate the instruments for their 
usability, validity or reliability but to rate their content with regard to gender.   
 In conclusion, there are many instruments for assessing communication skills in 
medical education, which are intended to be completed by trained faculty members. 
However, despite the widespread acknowledgement of the importance of gender 
in doctor-patient communication, gender-associated components have not been 
systematically integrated into communication skills assessment instruments. 
Modifying some of them and adding additional focus on gender to these 
instruments would certainly be an improvement. Some of the instruments reviewed 
provide useful starting points for a more systematic approach to gender-sensitive 
communication as a criterion in the assessment of doctor-patient communication. 
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On the basis of the results of this study, we recommend the development of 
recognisable gender criteria as outcome measures. This should include the 
incorporation of practical gender-associated criteria in checklists, as well as sound 
clarification of what constitutes gender-sensitive observable behaviour in user 
manuals of current communication skills assessment instruments. 
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Abstract
Introduction 
Despite the recognized role of gender in doctor-patient communication, tools to 
include it in communication skills assessment are not yet available. The aim of this 
study is to reach consensus on gender criteria for inclusion in communication skills 
assessment in GP training.
Methods 
A three-round Delphi study was conducted by email. The invited 59 participants 
were experts in the field of gender medicine education (n=28) and doctor-patient 
communication (n=31) in Europe and North-America. Each Delphi round comprised 
a questionnaire, an analysis, and a feedback report. In the first round, gender 
experts explored gender themes in doctor-patient communication from which 
initial gender criteria were defined. The second and third rounds were used to 
validate the importance and feasibility of these gender criteria for inclusion in 
communication assessment tools by both the gender and communication experts. 
Consensus was defined as a 75% panel agreement and a mean of 4 or higher on a 
5-point Likert scale. After the second round, criteria on which consensus was not 
reached were excluded or redefined and then resubmitted to the expert panel. 
Results
There was a 61% response in the first round (n=17), an 82% response in the second 
round (n=27) and an 89% response in the third round (n=24). Of the initial 11 gender 
criteria proposed in the second round, 4 achieved consensus on both importance 
and feasibility after the third round. The importance of including the various gender 
criteria in communication skills assessment was rated consistently higher than 
feasibility of such inclusion. Gender criteria for the assessment of communication 
skills relating to understanding of the patients’ perspective and to gathering 
information from patients were considered the most important. Assessment of 
communication skills relating to gender and power, i.e. intimate partner abuse, was 
also regarded as important. Experts emphasized that the application of the gender 
criteria should depend on the content and circumstances of the medical encounter. 
Discussion
Using a Delphi study, we have reached consensus on gender criteria for communication 
skills assessment in GP training. Future research should pay attention to the 
implementation of the gender criteria and to factors, like the content or context of 
the medical encounter, which facilitate or inhibit the feasibility. 
Expert consensus on gender criteria | 107
Introduction
Doctor-patient communication is recognized as an important aspect of health care. 
Effective communication enhances patient satisfaction, improves understanding of 
information, and helps to establish more efficiently which problems or issues a 
patient wishes to address.1, 2 As a result, teaching and assessment of communication 
skills are considered key content for both undergraduate and postgraduate training 
of future doctors.3, 4 Gender is an important aspect of doctor-patient communication 
and medical encounters.5-7 For example, studies show gender differences in 
dominance and affiliation of doctors during the medical interview, with men 
showing more dominance and women showing more affiliation.8, 9 Female patients 
more often share personal information about themselves (relate) whereas male 
patients tend to focus on other items (report). Communication problems related to 
gender can lead to an inferior standard of patient care.10 For example, doctors need 
to refrain from rushing to judgment especially if symptoms are atypical by gender 
or if the patient chooses to communicate in a style different from the doctors’ 
gender. Therefore, doctors need to learn how and when to consider gender in the 
communication with their patients. 
 Communication skills assessment of trainees by faculty staff is an important 
tool to provide insight and feedback into trainee’s communication behaviour and to 
develop new, more desirable behaviour.11 However, gender-specific communication 
behaviour in medical encounters is rarely assessed and little is known about how to 
best examine gender-specific communication.12 The growing awareness of the role 
of gender in doctor-patient communication is reflected in international consensus 
statements on communication skills but the focus so far is primarily on determining 
objectives and competencies, not on assessment.3, 4 The frameworks that identify 
desired doctor-patient communication skills and behaviour do not consider 
 gender-sensitive communication in detail or fail to describe elements of gender-
sensitive communication behaviour. Also, the concepts and terminology generally 
used in texts about medical communication, such as patient-centred and effective 
communication, are not conducive to the acceptance and implementation of 
gender in communication assessment.13 Finally, it has been tried to define 
gender competencies on the basis of the communicator role of CanMEDS, but the 
disparate layers of a competence do not lend themselves to easy measurement 
of communication skills.14 The seven CanMEDS roles, i.e. medical expert and 
communicator, are a comprehensive definition of the competencies needed for 
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medical education and practice and the roles are integrated by doctors on a daily 
basis in practice. In sum, there is a need for a clear description or definition of 
 gender-sensitive communication skills before they can be properly assessed. 
 To date, research examining gender differences in doctors’ communication 
skills has not clearly indicated which particular gender-specific communication 
skills improve doctor-patient communication. Studies often report gender 
differences in a doctor’s communication skills, consultation lengths and the patient’s 
disclosure of personal information but these results do not indicate which 
communication type or behaviour is preferred or leads to improved care.8, 15-17 So far 
no specific gender-sensitive behaviour of doctors has been established that 
positively contributes to the communication with male and/or female patients. So 
even though we concluded that there is scope for the documentation on gender 
and communication, it is difficult to derive insights about gender criteria for the 
assessment of those skills from the current literature.
 This study is a part of a larger research project aimed at the design, evaluation 
and development of gender medicine in GP training. The results of this study will be 
used to assess and to provide feedback of gender in doctor-patient communication 
education in GP training. Therefore, we want to determine gender criteria that 
should reflect the GP’s degree of mastery over this domain of doctor-patient 
communication. For that, we need to know which gender-specific communication 
is appropriate, observable and measurable. We conducted a Delphi study to develop 
these in order to be able to assess the developing communication skills of trainees. 
This paper reports the views of experts and the gained consensus on gender and 
communication assessment criteria.  
Methods
Between April 2010 and March 2011, we conducted a Delphi study at the department 
of women’s studies medicine and the department of primary and community care 
of Radboud University Nijmegen Medical Centre in the Netherlands. The aim of 
consensus methods, such as the Delphi method, is to determine the extent to which 
experts agree on a given issue, especially when scientific knowledge is lacking. The 
Delphi technique has been used widely in health research and medical education.18-
20 The technique is an iterative process designed to use expert opinion to establish 
group consensus.21-23  
Expert consensus on gender criteria | 109
The expert panel
In order to establish our panel of experts, we identified 59 experts who are active 
in gender medicine education and/or doctor-patient communication. The experts 
are scholars on gender medicine education, doctor-patient communication and 
medical education at affiliated institutes, key designers of doctor-patient assessment 
instruments, and authors of key articles on gender medicine education and 
doctor-patient communication (in English). Our list consisted of 28 gender experts and 
31 communication experts from Europe and North-America whose disciplines include 
primary care, psychology, sociology, public health and medical education (Table 1).
Both gender and communication experts rated the importance and feasibility of 
the gender criteria. We chose two categories of experts that have important and 
valuable knowledge about gender and/or doctor-patient communication skills 
assessment. The two groups would have somewhat different perspectives to 
monitor content and process of the gender criteria. The gender medicine education 
expert group was also given the responsibility of bringing up gender issues in 
clinical communication in round 1. The goal was to generate ideas about gender 
issues to be considered in doctor-patient communication. 
Design and analysis
We conducted a Delphi study with three iterative rounds. Communication was done 
in English. In the first round, the gender experts were invited to participate in the 
Delphi via an e-mail informing them of the purpose of the study, the process and 
the estimated time expenditure. We explained that responses were confidential 
and that agreeing to participate was taken as informed consent. The email contained 
a hypertext link to the online Delphi questionnaire. Responses to the first 
questionnaire were collected and the study team developed gender criteria on the 
basis of these initial responses. 
 Another e-mail was sent to invite the gender and communication experts to 
participate in the second and third round of the Delphi study. For rounds two and 
three, questionnaires with those gender criteria were sent to the experts by e-mail. 
E-mail was also used for two reminders if experts failed to reply. In the second and 
third rounds, the gender and communication experts were asked to rate the 
importance and feasibility of, respectively, the preliminary and final gender criteria. 
After each round, the participants were provided with feedback of the results 
including the mean scores, percentage of agreement and text comments. Details of 
each round are outlined below.
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Round 1
Round 1 was exploratory in nature. Its aim was to identify gender issues in 
doctor-patient communication. We sent a semi-structured questionnaire and three 
open-ended questions to the gender experts only. First, we asked them to provide 
examples of observable gender-sensitive behaviour with regard to the CanMEDS 
gender competencies (semi-structured questionnaire).14 For example, what 
observable behaviour should a trainee display to demonstrate gender-sensitivity 
when communicating with patients? Second, we presented the gender experts 
with three open-ended questions to enable them to voice their opinion on gender 
issues and doctor-patient communication: (1) In your opinion, and based on your 
experience, what gender issues are central in doctor-patient communication?; (2) 
What topics in the area of gender and doctor-patient communication do you feel 
should be included in medical education? and (3) What verbal and non-verbal 
behaviour in the area of gender and doctor-patient communication can be used for 
assessment in medical education? Responses to the questionnaire and questions 
were grouped to identify recurring themes across participants’ responses; such 
responses reflect a shared opinion among the participants. PD carried out the main 
text analysis. A subsample of the responses and themes was read independently by 
TLJ. Emerging and recurring themes were then discussed, agreed with all authors 
and transcribed into preliminary gender criteria for the second round. After text 
analysis, the experts received feedback from the results of the first round. 
Round 2
The aim of the second round was to establish consensus about the importance and 
feasibility of preliminary gender criteria resulting from the first round. The second 
round questionnaire listed these preliminary gender criteria and included an 
explanation of each criterion in terms of observable and measurable behaviour. The 
experts were asked to rate importance and feasibility of each criterion and its 
explanation. Importance was defined as how essential it would be to include the 
criterion in a communication assessment tool. Feasibility was defined as the 
likelihood that this criterion could be successfully implemented in a communication 
assessment tool. Experts were also invited to clarify each criterion, to modify its 
explanation, or to add issues regarding to gender and communication. The experts 
received the results of their rating from the second round.  
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Round 3
The aim of the third round was to achieve final consensus on the gender criteria. The 
criteria should be applicable in current communication skill assessment instruments. 
The third round questionnaire contained no new criteria but only those gender 
criteria that were retained, modified, merged or redeveloped from the second 
round responses. The third round also allowed experts to edit and to comment on 
the gender criteria. 
Data analysis
Likert scales were used to quantify and compare the importance and feasibility of 
the gender criteria in rounds two and three. A 5-point Likert scale was used, where 
1 indicated  “strongly disagree” and 5 indicated  “strongly agree”. Positive consensus 
was defined as a mean score of 4 and higher on the five-point Likert scale with a 
standard deviation (SD) of less than 1, and as 75% or more of the experts scoring 4 
or 5 (75% panel agreement). Criteria on which positive consensus was obtained in 
the second round were retained for the third round in their original form or with 
suggested modifications. SPSS version 16.0 was used for the quantitative analyses. 
Results
Participants
In the first round 28 gender experts were invited to participate in the Delphi study 
and 17 agreed to take part in the first round (61%). Of those 17 participants 14 also 
completed the second round (82%) and 12 of those 14 completed the third round 
too (86%). The majority of the gender experts were GP (n=9) and all were female 
(Table 1). In the second round 31 doctor-patient communication experts were 
invited. Of them, 14 agreed to take part of the study (47%); 12 of them completed 
the third round (86%). The communication experts ( 5 males, 7 females) had a 
variety of backgrounds, including general practice (n=5), psychology (n=5), 
sociology (n=1) and public health (n=1). Seven communication experts were female 
(58%).Overall, 27 experts completed round two and 24 completed round three. As is 
customary in a Delphi study, a decline in responders occurred after every round but 
it was limited. The entire process took 11 months. 
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Results Delphi process
Round 1
Round one generated 47 gender statements. Similar responses were combined and 
themes were grouped, resulting in three major gender themes. First, recognition of 
the role of the patient’s gender, for example in the patient’s expectations, disease 
presentation, decision-making and management, ranked highest among the list of 
themes  with 27 statements. Second, understanding gender and power, including 
gender-based violence, was the second major theme with 10 statements relating to 
a GP’s awareness of power and gender inequality. For instance, depending on 
gender of GP and patient, does a GP ask the patient if they agree on diagnosis and 
treatment plan, is the patient’s participation encouraged and is his/her autonomy 
respected. Third, 6 statements related to recognition of the role of the doctor’s 
gender in the medical interview, for example the doctor’s gender awareness, his/
her gender-based values and whether or not the doctor manages to avoid hetero-
normativity. There were 4 responses that covered gender medicine in medical 
Table 1  Socio-demographic characteristics of the cohorts at entry. 
First round Second round Third round
No. of participants 17 27 24
No. of gender experts 17 14 (52%) 12 (50%)
No. of DPC experts* - 13 (48%) 12 (50%)
Total response - 82%** 89%
Female    16 (94%) 21 (71.4%) 19 (79.2%)
General practice 13 (76%) 16 (59.3%) 14 (58,3%)
Psychology 2 (12%) 7 (25.9%) 7 (29.2%)
Public health 1 (6%) 2 (7.4%) 2 (8,3%)
Sociology - 1 (3.7%) 1 (4,2%)
General medicine 1 (6%) 1 (3.7%) -
The Netherlands 8 (41%) 18 (66.7%) 17 (70.8%)
North-America 4 (18%) 5 (18.5%) 4 (16.7%)
Europe 5 (29%) 4 (14.8%) 3 (12.5%)
*   Doctor-patient communication experts
** Gender experts only
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education in general, for example “importance of gender-sensitive education 
programmes” and “understanding of gender competence”. These responses were 
not further clarified. 
 When asked how trainees could display gender-sensitive communication in 
relation to the communicator role of the gender CanMEDS competencies, responses 
included the following examples in the semi-structured questionnaires (number of 
statements): offer gender knowledge in the medical interview (19); show gender 
awareness relating to patient’s perspective (19); express gender awareness relating 
to power in the medical interview (19); demonstrate high index of attention to 
gender issues and pick up gender-sensitive remarks (13). More general responses 
relating to communication included: express non-judgemental attitudes towards 
patients (9) and show good general, patient-centred, communication skills (11).
 The study team used the results from the first round to develop 11 preliminary 
gender criteria for the second round. 
Round 2
On the basis of the results from round 1, the 27 gender and communication experts 
were presented with 11 preliminary gender criteria for the assessment of doctor- 
patient communication skills (Table 2). Of these, 2 reached immediately consensus 
on importance and feasibility and were retained with minor text modifications. 
They were about gender and patient’s perspective, and gender and power, in 
particular sexual violence/ intimate partner abuse (gender criteria 1 and 7). 
 Six gender criteria reached consensus on importance but not on feasibility 
(gender criteria 2,3,4,5,8 and 9). However, the experts proposed several 
modifications, ranging from five to twelve per criterion, to improve the feasibility 
(free text suggestions, combining criteria). The most important comments were 
related to overlap in criteria and suggesting they should be combined.  
 Three gender criteria did not achieve consensus on either importance or 
feasibility and were dropped (gender criteria 6, 10 and 11). The items that scored low 
on importance and feasibility were related to power issues in the male doctor-female 
patient dyad (criterion 6), female nonverbal communication associated with 
feminine gender role (criterion 10) and  gender and help-seeking behaviour 
(criterion 11). The consensus on criterion 10 and 11 was considerably lower because 
of overlap with respectively criterion 9 and criterion 1.
 The study team used the results (wording changes, text suggestions, combining 
criteria) from the second round to develop 4 final gender criteria for the third round. 
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Round 3
In round 3, the 27 experts were presented with four gender criteria and they were 
asked to re-rate these criteria (Table 3). All gender criteria now achieved consensus on 
both importance and feasibility. The mean score ranged from 4.5 to 4.8 on importance 
(SD 0.41-0.71) and from 4.0 to 4.4 on feasibility (SD 0.82-0.95). The level of agreement 
ranged from 95.8% to 100% for importance and 83.4% to 91.7% for feasibility. 
 Some experts expressed concerns about wording or how to assess a criterion. 
For example, how does one assess whether a trainee asks questions sensitively, or 
whether behaviour is appropriate or not? Other experts commented on the gener-
alizability of the gender criteria as they may not apply to all medical interviews. For 
example, most of the issues are relevant in response to specific signs and symptoms 
or contextual factors and strict application to all consultations is therefore not 
advisable. The authors reviewed the comments and made minor textual revisions to 
the retained gender criteria. 
Differences between gender and communication experts
Rating by the gender experts was consistently higher for both importance and 
feasibility compared to the communication experts. In round two the gender 
experts rated the importance of gender criteria 2,4,6,7,9 and 11 significantly higher 
than the communication experts (p <0.05). Also, gender criteria 7 and 11 were rated 
significantly higher on feasibility by the gender experts. In round three, gender 
experts only rated the feasibility of gender criterion 3, relating to intimate partner 
abuse, significantly higher than the communication experts (mean score 4.83 
versus 3.9; p < 0.00). 
 In the written comments there were differences between gender and 
communication experts too. Some gender experts expressed concerns about the 
risk of gender stereotyping and the dichotomization of gender. They worried that 
the use of examples of typical masculine and feminine behaviour or communication 
styles may be interpreted wrongly. A binary view of gender in the preliminary 
gender criteria was problematic to them because it might reinforce gender 
stereotypes. One gender expert claimed that gender sensitivity is an attitude rather 
than a skill and therefore cannot be instrumentalized or assessed in a standardized 
way. Communications experts expressed some concern about when the gender 
criteria should be used. Remarks included: “This criterion can be very important and 
sometimes very unimportant” and “For me the if appropriate and some concrete 
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Table 3   Gender criteria identified through expert consensus for doctor-patient 
communication assessment instruments. 
Gender criterion one
If necessary, GP trainee asks patients about their personal and family history avoiding 
gender stereotypes and gender-based assumptions.
Explanation in manual: 
Asks both men and women, if relevant, questions about living arrangements, marital 
status, work, childcare and sexual orientation avoiding stereotypic gender roles or 
making assumptions, e.g. women care, man work, assumed heterosexuality.
Gender criterion two
If necessary, GP trainee considers gender in the communication with patients, in help- 
seeking behaviour, in the physical examination and in the doctor-patient relationship.
Explanation in manual: 
If appropriate, checks and clarifies gender issues in (1) communication, e.g. male 
autonomy and rapport, female dependence and relate; (2) help-seeking behaviour, e.g. 
female unequal social position, male risk taking behaviour; (3) physical examination, e.g. 
respects patient’s wish for a doctor of the same sex, sensitivity to interpersonal space; 
(4) relationship, e.g. power in doctor-patient contact and cultural issues.
Gender criterion three
GP trainee takes a sensitive and non-judgemental approach in handling gender issues in 
the communication with patients who are victims of intimate partner abuse or sexual 
violence.
Explanation in manual:
Asks sensitively for gender issues about sexual violence and intimate partner abuse, e.g. 
female victimization, blaming the victim, female social isolation, sexual coercion and 
controlling behaviour by the perpetrator. Avoids making assumptions, or checks them 
out with regard to intimate partner abuse, e.g. partner abuse taking place in homosexual 
and lesbian relationships, and the possibility of men being abused by female partners. 
Gender criterion four
GP trainee recognizes and responds, if necessary, to verbal and non-verbal cues of 
gender issues in the doctor-patient consultation to achieve a better understanding of 
patients’ problem solving behaviour and coping strategies.
Explanation in manual: 
Picks up and responds to cues of masculinity in (1) coping with disease (involving and 
placing load on spouse, problem-focused coping style; (2) social roles, e.g. concern 
about their ability to work and physical weakness; (3) expectations to gender roles, e.g. 
in relationships, risk taking behaviour; and (5) evasive coping strategies, e.g. venting 
emotions, use of alcohol and drugs, disengagement. 
Picks up and responds to cues of femininity in (1) coping with disease, e.g. turning to 
family other than husband first, not want to bother others with their health problems, 
difficulties interpreting their symptoms; (2) social roles, e.g. focus on resuming 
housekeeping activities first; (3) expectations to gender roles, e.g. tensions between 
roles of wife, mother and worker; (4) passive coping strategies of communication styles. 
e.g. depressive reactions, denial and blame. 
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examples to help observers define what is appropriate in which situation remain a 
key issue”. 
Discussion
In this study, we reached consensus on four criteria that can be used to assess 
 gender-sensitivity of doctor-patient communication skills in GP training. The proposed 
gender criteria cover both content and context of the doctor-patient communication. 
For the communication content the patient’s perspective is key. The effect that an 
illness has on the patient’s life, i.e. gender role, often predicts their expectations, 
coping strategies or help-seeking behaviour, and therefore needs to be carefully taken 
into consideration. The communication context is important for instance when 
patient discloses partner abuse or sexual violence.24, 25 The level of emotional 
involvement and the patient’s humiliation and abuse change the content as well as 
the context of the interview considerably. Some of the gender criteria are close to 
current best practices and so there is no need to introduce corresponding new skills 
for gender-sensitive issues. Instead these gender criteria are helpful to make 
trainees aware what gender-sensitive  communication is and how it can be used 
with greater focus depending on content and context of the medical interview. 
 The basic framework of the medical interview represents initiating the session, 
gathering information, physical examination, explanation and planning, and closing 
the session.11 Gender awareness within established practice guidelines for 
doctor-patient communication, if mentioned at all, is mostly limited to gathering 
information, in particular eliciting the patient’s perspective.3, 4 The experts in our 
Delphi study suggest a more expanded view of how gender should be conceptualised 
in the medical interview. Both in round one and two they suggest that gender-sen-
sitive communication should also be considered when building the doctor-patient 
relationship (initiating the session), gathering information, and enabling behaviour 
related to treatment of the disease (explanation and planning). Therefore, 
information giving is explicitly included in the gender criteria. Criterion two asks the 
trainee to check and clarify gender issues. Criterion four, for instance, suggests the 
trainee should respond to gender issues to improve problem solving behaviour and 
coping strategies. Our experts’ consensus is an indication that they perceive the 
gender criteria as feasible, needed and a valuable addition for the different 
segments of the medical interview. 
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 A prominent dilemma in this Delphi study was how gender-sensitive behaviour 
in communication skills assessment can be best explained. Gender experts 
expressed concerns about using the classification of masculinity and femininity to 
define gender-sensitive communicative behaviour because they feared gender 
generalization, gender stereotyping and dichotomization of gender. The 
introduction of the term gender was based on the idea that differences between 
men and women are more social than natural but also to help our understanding of 
those differences.26 No individual can be definitively classified as being masculine or 
being feminine because no trait is uniquely masculine or feminine. The way in 
which the respective genders of doctor and patient influence the medical interview 
depends on the specific medical situation in which judgements are made about 
what is feminine and masculine.27 When teaching gender awareness in doctor-patient 
communication attention must be paid to the fact that masculinity and femininity 
are not clearly defined opposites but shifting categories and that they depend on 
the context of the medical encounter (behaviour, communication styles, disease 
presentation). Earlier research shows that depending on the educational method, 
teaching gender awareness in medical education does not result in gender 
stereotyping.28 Also, the results of this study indicate that there is a strong level of 
agreement among the experts about the use of examples of stereotypical masculine 
and feminine behaviour. Based on these findings, we make a plea for a more precise 
and measurable use of gender in medical communication education by using 
examples of more masculine and more feminine communication styles. Defining 
criteria and with that adopting a more precise approach will improve the 
understanding of gender in medical communication.29  
 The success of a curriculum depends on the implementation of assessment and 
feedback. What is assessed and which methods are used will play a significant part 
in what is learnt.30, 31 Not every gender-sensitive behaviour is relevant in every 
medical interview, but including gender in assessment of doctor-patient 
communication education limits the chance of mismatch between what is taught 
and what is learned. The four gender criteria derived in this study offer a starting 
point for a gender-based assessment within any communication curriculum in 
medical education and can refine current assessment instruments in medical 
education by explicitly incorporating gender. We suggest that the criteria be used 
as modifications or additions to refine existing instruments or address elements 
where gaps exist. Many assessment tools are available that assess the doctor-patient 
communication in the medical interview.32, 33 Our framework for assessment of 
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gender awareness in medical communication is based on different levels of 
communication that are usually covert in these assessment tools: content skills 
(gathering information considering gender, giving information considering gender), 
process skills (verbal and non-verbal gender-specific communicative behaviour) 
and perceptual skills (handling emotions and gender-sensitive attitude).11 This will 
make the gender criteria suitable for many of these tools. Within this context it will 
also be important to evaluate how effective the gender criteria are in integrating 
the use of gender into doctor-patient communication assessment. A future 
evaluation should be based on trainees’ and faculty staff feedback and  trainees’ 
performance.
 A major strength of our study is that, even though gender medicine education 
is a relatively young domain with a limited number of experts, twenty-four experts 
in gender medicine education and doctor-patient communication education 
participated, making for a representative panel. Also, a majority of participants 
were engaged throughout the entire process, ensuring continuity and validity. 
Their engagement and numerous comments and suggestions are evidence of their 
commitment to this Delphi study. Finally, the results of this study show a high rate 
of consensus and imply that the experts strongly agree about the importance and 
feasibility of the four final gender criteria. A strong improvement in consensus level 
was observed between the second and third round of the study. The group as a 
whole showed more convergence of opinion and a decline in dispersion of their 
views as the rounds unfold. This improves the reliability of the reached consensus.  
 There are also some limitations to our study. First, our results cannot be 
interpreted as representing all the views of experts in the field of gender medicine 
education and/or doctor-patient communication, as they were mostly European 
and female. More male experts might have influenced the outcomes of this Delphi 
study. Female teachers and doctors assess gender important to a higher degree 
than men.34, 35  Second, selection bias may have occurred, as the recruitment 
depended on which institution we are affiliated with and may not cover all experts. 
This applies mainly to the gender experts. Third, some experts were not familiar 
with general practice and/or GP training and may not have had sufficient knowledge 
about gender and doctor-patient communication in GP training to answer a number 
of questions. Also, the Delphi method in itself has limitations. Opinions were equally 
weight regardless of level of expert experience and consensus about our criteria 
does not automatically mean that they are correct or true. To enhance validity and 
reliability of our gender criteria we suggest pilot testing. 
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 In conclusion, this Delphi study provides gender criteria for the assessment of 
gender-sensitive communication in GP training. It has resulted in four important 
and feasible criteria for gender-sensitive communicative behaviour to be included 
in feedback and assessment when teaching doctor-patient communication. The 
next stage of research will be to implement these gender criteria, to train faculty 
staff to use them and to pilot the criteria.  
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Introduction
The aims of the research of this thesis project are twofold. First, to determine  the 
effect of gender medicine education in GP training on trainees’ gender awareness 
and gender knowledge and to assess trainees’ opinions of current teaching of 
gender medicine (Chapters 2,3 and 4). The underlying goals are to determine what 
features of gender medicine education in GP training are effective and to explore 
the implications of our study for future educational practices in teaching gender 
medicine. Second, to provide insight how gender is taken into consideration in 
doctor-patient communication skills assessment and to develop gender criteria for 
incorporating gender in the assessment and feedback of trainees’ communication 
skills (Chapters 5 and 6). Incorporating gender in teaching and learning communication 
skills in GP training will help GPs to communicate better with patients. 
 In this chapter, we will present an overview of our main findings, its relevance is 
given, methodological considerations are outlined and practical recommendations 
are given for gender medicine education. Last, further research in this area is 
addressed. 
Main findings
The effect and key elements of a gender medicine training programme 
in GP training 
Following gender medicine education in GP training results into a positive effect on 
trainees’ gender awareness and gender knowledge. We find a positive impact of 
gender medicine education on trainees’ attitude toward gender issues. Trainees 
increase their gender sensitivity and gender knowledge significantly as shown in a 
pre-post test study and in a prospective cohort study (Chapter 3 and 4, respectively). 
At the same time gender stereotyping is not affected by the training programme. 
Besides, and very important, trainees following a modular gender medicine training 
programme are more gender aware and have more gender knowledge compared 
to trainees following other educational strategies. Both other educational inter -
ventions show an increase in gender stereotyping towards patients and vary in their 
effect on gender sensitivity and gender knowledge. The results strongly show that 
focused gender medicine education, and not a gender mainstream programme, 
presented in modules extended over time with a teacher with content expertise can 
serve as the best strategy for gender medicine education in GP training.
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 Moreover, trainees’ satisfaction with gender medicine education is high. The 
descriptive study (Chapter 2) evaluates trainees’ opinions about such a novel gender 
medicine training programme relying on self-reported opinions to assess 
educational outcomes. The majority of both male and female trainees rate the 
modules as helpful, relevant and useful in providing gender medicine care. Many 
aspects of the modules are found to be of value, such as the approach of the topics, 
the educational methods and the role of the teachers.
 The idea that teaching gender medicine results in an increase of gender 
stereotyped preconceptions is argued away. A short gender medicine training 
programme as well as a required gender medicine curriculum extended over the 
three-year GP training, both presented by teachers with gender expertise, do not 
negatively affect trainees’ gender stereotyping  (Chapter 3 and 4). Conversely, 
trainees following a GP training programme with no systematic gender medicine 
education do show a significant increase in gender stereotyping towards patients.  
 On all our measures, the gender attitude scores of female trainees are 
significantly higher than those of male trainees. Nevertheless, gender attitude 
scores and gender knowledge scores of both male and female trainees are indicative 
of positive attitudes and knowledge levels. Comparison of male and female trainees 
reveals that male trainees do not perform poorly and do not exert negative attitudes 
toward both gender issues and gender medicine education (Chapter 2, 3, and 4). 
Female trainees perceive gender medicine education more important and attach 
higher value to this education for their practice than male trainees do (Chapter 2). 
 Based on the positive findings of two descriptive studies, one experimental 
study design and the fact that trainees’ feedback reflect the  measured changes in 
their gender awareness and gender knowledge, we conclude that the key elements 
of a meaningful gender medicine training programme in GP training should be: (1) 
the use of evidence-based gender medicine, (2) the inclusion of topics relevant for 
and frequently seen by GPs, (3) modular based education with specific focus on 
gender issues (4) the use of effective medical education strategies (interactive, 
extended over time) and (5) the use of teachers with content expertise who feel 
comfortable with gender-specific education. 
Gender and communication; development 
Results of a comprehensive review, including 21 assessment instruments, show that 
if gender is mentioned in communication skills assessment instruments or the 
accompanying manuals, gender is not clarified with regard to what observable 
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behaviour a student or trainee should display or what behaviour should be assessed 
(Chapter 5). Nevertheless, interest exists in including gender in communication 
skills assessment and some assessment instruments seem to offer good starting 
points to make these instrument ready for the inclusion of gender.
 Using a Delphi study, we have developed a consensus on four gender criteria for 
communication skills assessment and feedback in medical education. The 24 
experts on gender medicine, doctor-patient communication and medical education, 
identified criteria among the following gender themes: (1) considering gender in 
patient’s perspective, (2) gender in help seeking-behaviour, disease presentation 
and management, (3) gender and power, i.e. gender and intimate partner abuse, 
and (4) gender in problem solving behaviour and copying strategies. 
 The gender criteria cover several segments of the medical encounter (i.e. 
gathering information, patient’s perspective, providing information) and are 
sufficiently flexible to the different content and context of medical encounters. 
They should allow medical schools to examine if their students or trainees achieve 
the essential gender-sensitive communication skills by the time they graduate or to 
assess the effectiveness of communication skills teaching with regard to gender in 
medical education.  
In the next section some important subjects regarding gender medicine in GP 
training will be discussed in more detail to mark their relevance and to put them in 
a broader perspective.
Reflection on the findings
An important finding of this thesis is that a modular gender medicine teaching strategy 
is more effective in improving gender awareness and gender knowledge in trainees 
than a mainstream gender medicine teaching strategy. Gender mainstreaming is 
historically used as a concept to define a strategy to integrate a gender perspective in 
medical education and organisations.1-3 Gender mainstreaming is a conceptual 
approach for making gender issues an integral part of the design, implementation, 
monitoring and evaluation of medical curricula and medical education programmes.4 
Also, gender mainstreaming refers to the process of creating knowledge and 
awareness of - and responsibility for - gender among all health professionals.5 
However, there is criticism on this strategy and the results of this thesis are supporting 
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this criticism on gender mainstreaming as a strategy to address gender issues in 
medical education.4, 6, 7 Conceptual confusion and reductionism are mentioned in the 
literature why gender mainstreaming may not be the best strategy. Conceptual 
confusion means that gender mainstreaming covers women’s health issues only, for 
example issues as pelvic examination, hormone replacement therapy and menopause. 
Indeed, most educational evaluations known to us address women’s health education 
or gynaecology  programmes only and not specific gender medicine education as we 
did.8-11  These programmes do not address the psychosocial dimensions that govern 
gender issues, e.g. gender and power, attitudes to and preconceptions about men 
and women, and andronormativity in the medical culture.12, 13 Second, the reductionist 
approach to gender mainstreaming means a focus on  biomedical issues of gender 
medicine. Mainstreaming gender medicine is then interpreted as including mainly a 
sex issue component to existing programmes. For example, adding information 
about sex differences in the presentation, management and outcome of stable angina 
to provide inside that two sexes can have different experiences of the same disease. 
This approach will most likely not advance the understanding of gender as culturally 
constructed determinant of cardiovascular disease in men and women.14, 15 
Furthermore, although such strategy can potentially be beneficial, there is a danger 
that the teacher involved has insufficient knowledge and skills to teach gender 
medicine effectively. If GPs are to respond adequately to problems caused by sex- 
and gender differences or gender inequality, it is not enough simply to “add on” a 
gender component in medical education. Objectives, educational interventions and 
assessment must consider gender from the beginning and from a  biopsychosocial 
perspective. A modular gender medicine teaching strategy exhibits these features. 
 Concerns about an increase of gender stereotyping by doctors as a drawback of 
gender medicine education have been reported in the literature and concerns 
about stereotyping may be a barrier to implement gender medicine education.13, 16 
Also, in our Delphi study to develop gender criteria for communication skills 
assessment, experts mentioned the importance of using gender in a way that it 
does not function as a support of the objectives it seeks to change, i.e. avoiding 
gender stereotyping. The findings of this study show that gender medicine 
education, depending on the teaching strategy, does not necessarily lead to more 
gender stereotyping. Careful introduction and explanation of gender concepts, 
such as practices of masculinity and femininity,  are important to address in teaching 
gender medicine to prevent adverse effects such as gender stereotyping. Being 
critical about the extent and significance of differences between men and women 
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means first of all not taking feminine or masculine traits, behaviours or characteris-
tics for granted. GPs should always have a critical approach towards gender and 
they should be aware that socio-culturally assumptions about doctor-patient 
encounters can be entangled in their interpretations about gender. The GP trainer 
is ideally placed to fulfil this facilitating role by guiding the trainee through a process 
of reflection on the awareness or lack of awareness of gender-based assumptions in 
the medical encounter.17  
 Prior studies have reported gender differences in their evaluation of  women’s 
health or gender medicine training programmes.8, 9, 11, 18, 19 The data from these 
studies constantly and consistently show gender differences in attitude scores, 
interest scores and sometimes knowledge scores implying that men may not be 
interested in the topic or do not receive adequate training. Educational inequalities, 
differences in the training environment for men and women, are more reported by 
men than by women especially inadequate participation by male medical students 
on the obstetrics and gynaecology department.20 Our results confirm that female 
trainees have higher, more gender-sensitive, attitude scores compared to male 
trainees and that female trainees indicate greater interest in and assign greater 
importance to gender medicine education. Despite this, our results show that male 
trainees rate the training as satisfactory and that they also value gender medicine 
education. Moreover, male trainees are gender aware in a comparable level to 
female trainees and they benefit from gender medicine education with regard to 
improving gender knowledge in a similar way as female trainees.  The suggestion 
that gender medicine education is perceived as more relevant to female trainees 
than to male trainees is countered by the fact that the level of gender awareness 
and gender knowledge are more or less similar for both genders. The positive 
outcomes from our studies can be explained by the focus of our training programme 
on gender medicine and not on women’s health only. 
 To our knowledge, studies addressing gender and doctor-patient communication 
 do not include sufficient practical information about gender-sensitive communication 
to be of use for feedback and assessment in GP training.21-27 This highlights an 
important area for development and improvement in the field of gender medicine 
education by achieving consensus on what to measure. Four gender criteria were 
developed to be used in the assessment and feedback of trainees’ communication 
skills. Promoting gender in doctor-patient communication teaching and learning is 
a strategy for making gender an integral part in GP training. The importance of 
good communication between doctors and patients has been well established and 
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there is an acceptance of the need to teach and assess gender in communication 
skills training in medical schools.28-30  Assessment and feedback are important in 
motivating to learn and in identifying learning needs. However, before assessment 
and feedback can be established, it is necessary to determine outcomes of gender-
sensitive communication and what outcomes are relevant in doctor-patient 
communication. Furthermore, in doctor-patient communication skills training it is 
important to match assessment instruments and the desired communication skills.31 
Our studies contribute to the necessary alignment of current gender objectives in 
doctor-patient communication training and the feedback and assessment of these 
objectives. Another concern to address is how to use the gender criteria. Although 
there is considerable consensus about the four gender criteria, much less is known 
from this thesis about what kind of medical encounters are most likely to benefit 
from gender-sensitive communication. One could imagine that the effect of a gen-
der-sensitive approach is dependent on particular health problem at hand, or the 
extent of patients’ feelings or practices about femininity or masculinity.  A gender-
sensitive approach may be more effective under certain conditions such as 
discussing sexuality and psychosocial problems.32, 33 
 In the Netherlands, gender medicine and general practice have historically a 
strong connection. The multidisciplinary nature and biopsychosocial perspective of 
both fields creates ongoing opportunities to establish and develop gender 
medicine in research, medical education and patient care in general practice.7, 34 The 
present and earlier work represents the fruitful cooperation of both fields to 
conduct research in gender medicine education and with that to improve gender 
medicine education in GP training.28, 35-38 Although gender medicine in general 
practice seems well established, doubts and hurdles about gender medicine 
education are also described.35, 39 The preparedness for the biopsychosocial 
perspective of the patient, the understanding of the personal meaning of the illness 
and the awareness of the influence of the doctor on his/her practice are key skills for 
GPs, perhaps more than any other medical specialty.17 A gender-sensitive approach 
is an important requirement for professional practice and education. 
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Strengths and limitations
This thesis includes three studies for the measurement of the effect of a gender 
medicine intervention to limit bias, confounding and chance.40 Together, the 
selected studies include a high number of participants and twice we ruled out 
selection bias by using control groups (Chapter 3 and 4). We also ruled out a 
non-response bias in the cohort study by comparing the responders and 
non-responders of the three cohorts (Chapter 4). Confounding is a potential pitfall 
in all types of observational studies but in the cohort study the groups were as 
similar as possible with the exception of previous gender medicine education 
(Chapter 4). The effect of chance is diminished by using three study designs. One 
study, the cohort study,  also met the essence of evaluative studies namely 
comparison. Comparison is crucial in reaching conclusions in determining whether 
a training programme is effective. Furthermore we assessed change over time by 
using longitudinal studies instead of cross-sectional designs. Cross- sectional 
studies provide only information of a population at a defined time.  To this end, we 
used different study designs to prevent the drawing of false conclusions about the 
effect of teaching gender medicine in GP training, which strongly contributes to 
trustworthiness of our findings.
 The second strength of this thesis is the use of a validated instrument to measure 
gender awareness of trainees. The Nijmegen Gender Awareness in Medicine Scale 
(N-GAMS) has been constructed explicitly for this use.41 Prior item analysis 
procedures, reliability studies, and validity analysis by means of factor analysis, and 
correlation coefficients have demonstrated differences in gender awareness 
between differential groups. The main contribution of this instrument is that the 
N-GAMS offers an insight and a quantitative approach to measuring the preparation 
and comfort level of trainees with gender medicine. Nevertheless, both sense of 
preparation and level of comfort may not correlate with actual clinical performance. 
 Third, the design of the educational intervention also added to the strength of 
this thesis. We used the insight from the literature on effective medical education to 
guide us in the design of our  gender medicine training programme and the best 
available practices to teach it.42-45 The founders and teachers of the gender medicine 
curriculum made deliberate use of theory, particularly theories of learning, and 
educational principles in the design and development of the curriculum. For 
example, it is advised to develop programmes that extend over time, to allow for 
cumulative learning, practice and growth.46 
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 Lastly, in our 3-round Delphi process we succeeded to engage 24 international 
experts in the area of gender medicine, doctor-patient communication and medical 
education. The number and representativeness of our experts can be considered as 
a well body of expert knowledge.47, 48 In the Delphi study, we made use of their wide 
range of experience by inquiring about their experiences and opinions, thus 
strengthening the likelihood that the resulting criteria will hold across multiple 
educational contexts and settings. 
We also have to mention some limitations. The generalizability of our findings and 
also the implications for educational practice at other specialities or levels of 
medical education may be limited because all studies were conducted at Dutch 
training institutes for general practice. Nevertheless, gender competencies, e.g. 
CanMEDS, are in a large extent similar for the various medical specialities. We are 
confident that to a large extend the gender medicine training programme will be 
useful and feasible in other educational settings. However, the organizational 
culture of the curriculum and teachers should carefully be acknowledged.
 Sources of bias in our research studies must be addressed as both random and 
systematic errors can limit the validity of our results. Volunteer bias may have 
occurred because in all studies participants, trainees as well as experts in our Delphi 
study, volunteered to participate. It is known that volunteers tend to be more 
motivated and more dedicated to the subject under study. Non-respondent bias 
did not occur because both in the pre-post test study and in the cohort study those 
who respond and those who did not respond did not differ. Also contamination bias 
may have occurred in our cohort study. Trainees of the cohort study inadvertently 
received gender-related education, thus potentially minimizing the difference in 
outcomes between the intervention and control groups.
 The ability to combine our outcomes with the literature was limited due to 
poverty of reporting curricula features and substantial heterogeneity of those 
studies. Therefore, our analysis of the relationship between the use of effective 
medical education principles and programme effectiveness should be considered 
exploratory in nature.   
 Lastly, there are pitfalls that can undermine the success of the Delphi method. 
First, in a complex project as defining gender criteria by a Delphi, bias may be 
introduced through the expert’s perspective and opinion. A greater depth of 
expertise with the subject may lead to the incapability of seeing the problem and 
the solution form another perspective. This may limit the generazibility and 
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feasibility of the gender criteria. We took great care and responsibility to maintain a 
comprehensive view on the problem during the process as well as drawing up a 
panel from various disciplines and backgrounds. Second, poor formulation of the 
statement and/or superficial analysis of the participants’ input. On the part of the 
participant, impatience to bring the process to an end will undermine the quality of 
the consensus of the Delphi. Third, the impact of the load placed on the experts. It 
is easy to underestimate the time and effort involved in participating in a Delphi 
study. The expert may not be able to devote as much time to their response with 
possible consequences such as speeding up the finishing of the questionnaires or 
dropping out of the study. These factors may account particularly to the first round 
as it was explorative of nature. 
Practice implications
Based on the thesis findings, the following suggestions for educational practice in 
GP training are:
- Embed gender medicine education in GP training and educate trainees about 
the biological as well as the psychosocial factors affecting men’s and women’s 
health. There are learning needs, there is interest, it is considered relevant and 
it is effective.      
- Develop gender medicine programmes in GP training with a specific focus on 
the subject, and offer sequenced events that extends over time to allow for 
cumulative learning. This should serve as the strategy for teaching gender 
medicine rather  than gender mainstreaming. 
- Acknowledge the importance of a teacher/ supervisor with content  expertise 
who feels comfortable in addressing gender issues.
- If GP training embraces communication skills assessment as an integral part of 
the teaching and learning process, it is important to establish and extend the 
scope of assessment to gender as well.  
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Future research
The results presented in the chapters in this thesis call for further research. As 
mentioned at the beginning, this thesis is limited to GP training. It would now be 
worthwhile to extend the results of this thesis to other areas in medical education 
for example other disciplines e.g. general internal medicine, psychiatry, geriatrics, 
or undergraduate training. Interest exists as several studies have reported their 
experiences in women’s health and gender medicine education for trainees in 
psychiatry or internal medicine.11, 18, 19 The aim of gender medicine education is to 
encourage doctors to think more often about gender issues in their clinical work 
and relationships with their patients, about their own influence on the medical 
encounter and to utilize evidence of gender where it is relevant and available to 
inform their decisions. It is clear that this goal is not limited to general practice.
 Teaching and learning in relation to a curriculum for general practice occur 
primarily at work. A substantial proportion of trainees’ training time will take place 
in his/her GP trainer’s general practice. GP trainers should support and promote 
gender medicine education during the training in the work place alongside with the 
formal learning opportunities. Gender awareness differs according to specialty and 
medical teachers have shown to assess gender less important with students than in 
contact with patients.49-51 Although the curriculum statements, the competency list, 
provide guidance on what has to be learnt and how it can be learnt, it is worth 
examining how trainers oversee and support trainee’s progress regarding gender 
awareness (i.e. portfolio, assessment, talks with GP trainer, group reflection on 
cases). 
 Careful introduction of gender criteria in doctor-patient communication 
assessment is estimated to be very important. Offering these new insights into 
teaching doctor-patient communication skills in medical education is deemed to 
fail if they do not meet the requirements of faculty. Piloting of the use of the gender 
criteria in practice should be done with new research questions. Do the gender 
criteria in doctor-patient communication skills assessment help students and 
doctors to be more vigilant about gender issues? Do they know how to handle 
them? In what situations or circumstances do the gender criteria work best? We 
suggest future research on the feasibility of gender criteria in the assessment of 
doctor-patient communication skills. 
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Conclusion
As the stated aim of gender medicine is to benefit patient care, it is necessary that 
GPs and trainees find ways of integrating and incorporating teaching and learning 
gender medicine into their professional practice. It is important for GP training to 
provide learning opportunities that address content and attitudinal aspects of 
gender medicine in general practice. To increase the probability of improving 
trainees’ knowledge and attitude towards gender issues, education should be 
focussed on  gender medicine  and include sequenced events extended over time. 
If GP training embraces communication skills assessment as an integral part of the 
teaching and learning process, it is important to establish and extend the scope of 
assessment to gender as well.  
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Summary
In this thesis, the design, evaluation and development of teaching gender medicine 
in GP training is elaborated. The first aim of this study was (1) to determine the effect 
of gender medicine education in GP training on trainees’ gender awareness and 
gender knowledge and (2) to assess trainees’ opinions of current teaching of gender 
medicine. The second aim of this study was to provide insight how gender is taken 
into consideration in doctor-patient communication skills assessment and to 
develop gender criteria for incorporating gender in the assessment and feedback of 
trainees’ communication skills education. 
Chapter 1.
General Introduction.
This first chapter describes the context of the research, the rationale, aims and 
outline of this thesis. First, the concept of gender and sex  is addressed. Gender is 
defined as the socially constructed roles, behaviour, activities and attributes that a 
particular society considers appropriate for men and women. Sex refers to the 
biological characteristics of men and women. Gender is something we do and is 
also done to us by institutions such as the health care system. Gender is an 
accomplishment, not merely something one is, but something one does and is 
done in ongoing interactions with others. The general view is that gender should be 
considered in health and illness. 
 Gender medicine is the science that studies the relationship between gender 
and sex. It aims to advance the understanding of sex and gender in health and 
illness but also strives for the implementation of this knowledge in medical 
education. Too often, gender bias, the neglect of gender issues in medicine or 
medical education, is present (gender stereotypes, andronormativity, gender and 
power). Teaching gender medicine in GP training is an important strategy to 
overcome these problems. 
 Medical education should ensure that gender medicine has a structure, a 
funding and a recognized place within their academic institute. Although gender 
medicine and medical education have shown a substantial growth, there are 
indications that further advancement of teaching gender medicine is warranted. 
Furthermore, gender medicine education is a relatively young  scientific domain 
and little is known about its effectiveness. Educators need to know what strategies 
are effective when teaching gender medicine. Up to the present, research in gender 
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medicine education show relatively weak research designs and therefore it is 
difficult to draw a complete picture of its effectiveness. Assessing the impact of 
teaching gender medicine in GP training should be done in a more robust and 
systematic way. 
 GPs face a number of situations during the medical interview relating to specific 
issues such as the gender of the patient that requires communication skills with 
greater intention and awareness. Although gender is acknowledged as a domain in 
doctor-patient communication in various consensus statements, assessing and 
giving feedback considering gender is rare. Assessment is a key driving force behind 
what trainees learn and GP training should embrace assessment of gender in 
doctor-patient communication skills education. To do so, it is important to clarify 
what observable behaviour trainees should display or what behaviour should be 
assessed. 
Chapter 2.
Incorporating and evaluating an integrated gender medicine training 
programme: a survey study in GP training.
This study describes the recently set standards for a gender medicine training 
programme as an integrated part of the GP training curriculum. It focuses on the 
content, competencies, and evaluation of this training. The programme is designed 
for trainees throughout their 3-year GP training. The modules emphasize interaction, 
application, and clinically integrated learning and teaching methods in peer groups. 
In the period 2005-2008, after completion of each module, trainees were asked to 
fill in a questionnaire on a 5-point Likert scale to assess the programme’s methods 
and content. Trainees were also asked to identify two learning points related to the 
programme. The teaching programme consists of five 3-hour modules that include 
gender themes related to and frequently seen by GPs such as doctor-patient 
communication, urinary incontinence, depression, anxiety disorders, sexual 
violence, and cardiovascular disease. Trainees evaluated the training course 
positively (80%). Trainees also considered gender medicine education highly 
beneficial to their practice (male 82.1% vs. female 89.6%, X² = 2.72; ns) and appraised 
gender issues as significant for their learning programme (male 79.5% vs. female 
87.2%; X² = 2.42; ns). The written learning points suggest that trainees have increased 
their awareness of why attention to gender is relevant. The main themes identified 
out the 743 noted learning points on 442 evaluation forms were: (1) gender as a 
determinant of health, (2) gender bias in healthcare, and (3) gender in communication 
Summary | 147
and relationships. These positive results indicate that a gender medicine training 
has been successfully integrated into an existing GP training curriculum. The 
modules and teaching methods are transferable to other training institutes for 
postgraduate training. The evaluation of the teaching programme shows a positive 
impact on trainees’ gender awareness.
Chapter 3. 
Evaluating the teaching of gender medicine in GP training:  
a pre-post test study.
In order to evaluate the effect of an educational intervention regarding gender 
medicine and to assess the change in trainees and GP-trainers’ gender awareness, 
we carried out an pre-post test study at Radboud University Nijmegen Medical 
Centre. In 2005, 8 trainees and 11 GP trainers followed a gender medicine training 
programme ( 2 modules of 3-hours each) in a period of 6 months. We used current 
practice guidelines for primary care to design a training programme with gender 
relevant recommendations. Participants were assessed both before and after the 
intervention. Results were measured with the Nijmegen Gender Awareness in 
Medicine Scale(N-GAMS) covering gender sensitivity and gender stereotypes. 
Questions about gender-specific medical conditions were added. We assessed a 
control group at entry to rule out volunteer bias. Of 18 doctors, 17 completed the 
newly developed training programme. Gender-sensitivity scores increased 
significantly after the intervention (p =.02). Participants’ perception of gender 
stereotypes towards patients and doctors was unaffected by the course. Gender 
knowledge increased, but not significantly (p = .08).The results suggest that an 
intervention regarding gender medicine in postgraduate training for GPs is an 
effective way to improve gender awareness. The brief intervention described in this 
study already resulted in a small but significant change. This information could be 
useful for future improvements in teaching gender medicine in GP training and 
ultimately to incorporate gender in doctors’ decision making.
Chapter 4.
The effect of gender medicine education in GP training:  
a prospective cohort study. 
Addressing gender medicine in GP training is required, yet little is known about the 
effectiveness of teaching gender medicine. In this chapter we studied the change in 
trainees’ gender awareness and gender knowledge following two different methods 
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to teach gender medicine. Furthermore, we examined differences between male 
and female trainees with regard to their gender awareness and gender knowledge 
over the three-year GP training curriculum. A prospective cohort study was 
conducted of three cohorts of in total 207 trainees who entered GP training in the 
Netherlands in 2007. We assessed gender awareness with the Nijmegen Gender 
Awareness in Medicine Scale and we assessed gender knowledge with a 16-item 
questionnaire. Two gender medicine education methods were compared: a modular 
approach (n=75) versus a mainstream approach (n=72). We used a control cohort 
(n=60). We found a significant difference in the gender knowledge score change 
between the modular cohort compared to the mainstream and control cohort (p 
=0.049). The mean gender sensitivity and gender knowledge scores of the modular 
cohort increased significantly (mean change 0.20; p < 0.001 and mean change 1.39; 
p <0.001 respectively). The mean gender stereotyping towards patients score of the 
modular cohort was significantly lower, and more favourable, than that of the 
control cohort (p =0.02). The mean gender knowledge score of the modular cohort 
was significantly higher than that of the mainstream cohort (p=0.03). At entry and 
end, female trainees demonstrated significant higher gender sensitivity (p< 0.003 
and  p < 0.002 respectively) and were significantly less likely to agree with negative 
gender stereotypes about patients than male trainees (p=0.018 and p =0.001 
respectively). A modular teaching method using a GP teacher with content expertise 
appears the most effective way to teach gender medicine in GP training to both 
male and female trainees. The gender medicine programme should include explicit, 
targeted gender medicine education consisting of multiple educational 
interventions extended over time. This study showed that gender stereotyping of 
trainees was not influenced by the modular gender medicine programme. 
Chapter 5.
Attention to gender in communication skills assessment instruments  
in medical education: a review 
Contextual factors such as gender are becoming more prominent in consensus 
statements on the content of the communication curriculum in general practice 
training. This chapter describes a review that aims to assess if and how gender is 
addressed in current assessment instruments for communication skills in medical 
education. In 2009 at Radboud University Medical Centre, we searched three 
bibliographic databases for references to communication assessment instruments 
used in medical education and to be completed by a faculty member between 
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January 1999 and June 2009. The assessment instruments identified were analysed 
with regard to their gender-specific content. The search yielded 21 communication 
assessment instruments. We found that only 2 out of 17 checklists under study 
explicitly consider gender as a communication issue. Only 6 out of 21 manuals 
under study mention in some way gender but not once specific details were given 
to explain what communication behaviour should be assessed with regard to 
gender.  Very few communication assessment instruments to be completed by 
faculty members and used in medical education focus on gender. Nevertheless, 
interest exists in using gender in communication assessment. Criteria and clarity of 
the purpose for assessing gender in communication skills assessment in medical 
education need yet to be developed.
Chapter 6.
Expert consensus on gender criteria for assessment and feedback in 
doctor-patient communication education in GP training.
Attention to gender has become firmly embedded in communication guidelines for 
GP training. Despite the recognized role of gender in doctor-patient communication, 
tools to include it in communication skills assessment are not yet available. In this 
study we aimed to determine gender criteria for inclusion in communication skills 
assessment in GP training. We used a three-round Delphi study and invited 59 
participants who were experts in the field of gender medicine education (n=28) and 
doctor-patient communication (n=31). In the first round, gender experts explored 
gender themes in doctor-patient communication from which initial gender criteria 
were defined. The second and third rounds were used to validate the importance 
and feasibility of these gender criteria for inclusion in communication assessment 
tools by both the gender and communication experts. Of the initial 11 gender 
criteria proposed in the second round, 4 achieved consensus on both importance 
and feasibility after the third round. The final gender criteria were satisfactory to all 
participants but one. The importance of including the various gender criteria in 
communication skills assessment was rated consistently higher than feasibility of 
such inclusion. Gender criteria for the assessment of communication skills relating 
to understanding of the patients’ perspective and to gathering information from 
patients were considered the most important. Assessment of communication skills 
relating to gender and power, i.e. intimate partner abuse, was also regarded as 
important. Using a Delphi study, we have developed a consensus on gender criteria 
for inclusion in communication skills assessment in GP training. Future research 
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should pay attention to the implementation of the gender criteria and to factors, 
like the content or context of the medical encounter, which facilitate or inhibit the 
feasibility. 
Chapter 7.
General discussion.
In this chapter, we present an overview of our main findings and we consider the 
results described in this thesis by pointing out its relevance, discussing 
methodological issues and practical implications. Last, further research in this area 
is addressed. 
Following gender medicine education in GP training results into a positive effect on 
trainees’ gender awareness and gender knowledge and does not affect gender 
stereotyping. Moreover, trainees’ satisfaction with gender medicine is high. A modular 
gender medicine training programme extend over time with a GP teacher with 
content expertise is the best strategy for gender medicine education in GP training. 
Our results show that this strategy is more effective than mainstreaming gender 
medicine in GP training. Female trainees perceive gender medicine education more 
important and attach higher value to this education for their practice then male 
trainees do but male trainees do not perform poorly and do not exert negative 
attitudes toward gender issues and gender medicine education.
 Interest exits in including gender in communication skill assessment but a vast 
majority of communication skills assessment instruments does not mention gender 
or if gender is mentioned, gender is not clarified. To improve the education of 
gender and communication by means of providing feedback and assessment, we 
provide gender criteria with observable gender-sensitive behaviour. We think this 
contributes to the necessary alignment of current gender objectives in 
doctor-patient communication education and the feedback and assessment of 
these objectives. 
 The most important recommendations for GP training are the key elements of a 
meaningful gender medicine training programme: (1) use evidence-based gender 
medicine relevant for and frequently seen by GPs, (2) offer gender medicine 
education in several modules with specific focus on the topic and extended over 
time, (3) use effective medical education strategies and (4) use GP teachers with 
content expertise who feel comfortable with gender medicine education.
 The most important recommendation for future research is the pilot-testing of 
the gender criteria. Future research should pay attention to the implementation of 
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the gender criteria and to factors, like the content or context of the medical 
encounter, which facilitate or inhibit the feasibility.
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Samenvatting
Dit proefschrift beschrijft onderzoeken naar de opzet, de evaluatie en de verdere 
ontwikkeling van het onderwijs seksespecifieke geneeskunde in de huisarts-
opleiding. Het eerste doel van dit onderzoek is de opzet van het huidige onderwijs-
programma seksespecifieke geneeskunde in de huisartsopleiding in Nijmegen te 
beschrijven. Het tweede doel is het evalueren van het onderwijs seksespecifieke 
geneeskunde. De evaluatie is erop gericht het effect te onderzoeken van het 
onderwijs op de bewustwording, attitude en kennis van aios huisartsgeneeskunde. 
Daarnaast is de evaluatie gericht op het in kaart brengen van de mening van aios 
huisartsgeneeskunde over het onderwerp en het onderwijs seksespecifieke 
genees kunde. Verschillende methoden zijn gebruikt om deze doelen uit te werken 
(descriptive study, pre-posttest study, cohort study).
 Het derde doel van dit proefschrift is gewijd aan de verder ontwikkeling van 
gender in het arts-patiënt communicatie onderwijs. Er is allereerst uitgezocht in 
welke mate er in de toetsing van  arts-patiënt communicatie vaardigheden rekening 
wordt gehouden met de factor sekse en gender (review). Daarnaast zijn er criteria 
opgesteld die gebruikt kunnen worden in het onderwijs om de aandacht voor 
sekse en gender in het toetsen en het geven van feedback in het te verbeteren 
(Delphi study).   
Hoofdstuk 1. Inleiding 
Het eerste hoofdstuk betreft de uiteenzetting van het begrip sekse en gender. 
Verder gaat het hoofdstuk in op de historie van deze twee begrippen, de 
ontwikkelingen in de geneeskunde ten aanzien van sekse en gender in het 
algemeen en in het medisch onderwijs in het bijzonder. Het begrip sekse duidt op 
het geheel van biologische eigenschappen die bepalen of iemand vrouw dan wel 
man is. De term gender wordt gebruikt voor de psychosociale en culturele 
eigenschappen en gedragskenmerken die worden toegeschreven aan mannen en 
vrouwen. De wetenschappelijke aandacht voor sekse en gender als determinant 
voor ziekte en gezondheid is sterk gegroeid. De resultaten van deze onderzoeken 
hebben er aan bij gedragen dat  het belang van sekse en gender voor de medische 
praktijk steeds meer aanvaard wordt. Seksespecifieke geneeskunde richt zich op 
sekse- en genderverschillen in ziekte en gezondheid. Het beoogt kennis te 
verwerven in sekse- en gender verschillen en deze kennis te implementeren in de 
dagelijkse medische praktijk. Mannen en vrouwen verschillen in de mate dat ziekten 
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voorkomen bij hen. Maar ook kunnen ze verschillen in de wijze van ziektepresenta-
tie en de wijze waarop ze omgaan met ziekte. Artsen en de gezondheidszorg zelf 
gaan verschillend om met mannen en vrouwen, soms terecht maar soms ook 
onterecht (gender bias). Onderwijs seksespecifieke geneeskunde biedt toekomstige 
huisartsen de mogelijkheid kennis en ervaring op te doen met sekse en gender in 
de spreekkamer. Het biedt huisartsen in opleiding bewustwording van en inzicht in 
de eigen socialisatie als man of vrouw en de invloed hiervan op hun consultvoering 
(gender awareness). Het onderwijs seksespecifieke geneeskunde is van relatief 
recente datum en daardoor is er nog weinig gedegen onderzoek gedaan naar de 
effectiviteit van dit onderwijs. De diverse studies in dit onderzoeksproject richten 
zich daarom op de vragen waaruit een onderwijsprogramma seksespecifieke 
geneeskunde zou moeten bestaan, wat is de meest effectieve  methode en hoe zou 
gender in de arts-patiënt communicatie getoetst kunnen worden? Het hoofdstuk 
sluit af met een korte uiteenzetting van de inhoud van het proefschrift, de 
formulering van de algemene onderzoeksvragen en een beschrijving van de 
gebruikte onderzoeksmethoden. 
Hoofdstuk 2. Implementatie en evaluatie van het onderwijs  
seksespecifieke geneeskunde: een overzichtsstudie in de huisartsopleiding.
Het doel van de studie in dit hoofdstuk is ten eerste gericht op de beschrijving van 
de samenstelling van het seksespecifieke curriculum in de huisartsopleiding in 
Nijmegen. Het tweede doel is te onderzoeken wat de mening is van de aios huis-
artsgeneeskunde over dit onderwijs en wat zij er van leren. Van het seksespecifieke 
curriculum worden de competenties, onderwijsmethoden, de onderwerpen 
beschreven. Het seksespecifieke curriculum bestaat uit vijf modules die verspreid 
zijn over de drie jarige opleiding. De vijf modules zijn (1) seksespecifieke 
geneeskunde en gender  socialisatie, (2) gender en communicatie, (3) gender en 
hart- en vaatziekten/ urine-incontinentie, (4) gender en GGZ (depressie, angststoor-
nissen, alcohol- en benzodiazepinen misbruik) en (5)  seksueel geweld. Het 
onderwijs is competentiegericht opgebouwd en bevat verschillende interactieve 
onderwijsactiviteiten zoals het bespreken van casuïstiek op basis van videomateriaal, 
rollenspelen en oefenen met simulatiepatiënten. De evaluatie vond plaats door na 
elke module de aios huisartsgeneeskunde te vragen een evaluatieformulier met 
stellingen in te vullen. De evaluatie richtte zich op de onderwijskundige aspecten 
van het onderwijs (docent, onderwijsmateriaal, relevantie). Daarnaast werd de aios 
gevraagd twee punten aan te geven die hij/zij geleerd had na het volgen van het 
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onderwijs. De resultaten van de evaluatie laten zien dat de aios huisartsgeneeskun-
de het onderwijs positief waarderen (80%). Zij vinden het onderwerp relevant voor 
hun opleiding (mannen 79.5% en vrouwen 87.2%; X² = 2.42; ns) en voor hun werk in 
de praktijk (mannen 82.1% en vrouwen 86.6%; X² = 2.72; ns). De leerpunten die het 
meest genoemd werden vallen onder drie thema’s: (1) bewustzijn van sekse en 
gender als determinant van ziekte en gezondheid, (2) bias door gender in de ge-
zondheidszorg en (3) de invloed van de gender op de arts-patiënt communicatie en 
de arts-patiënt relatie. Er waren geen verschillen tussen mannelijke en vrouwelijke 
aios ten aanzien van de leerpunten van het onderwijs. Uit deze bevindingen kunnen 
we concluderen dat het onderwijs in seksespecifieke geneeskunde positieve 
bijdrage is voor de opleiding tot huisarts. De modulaire opzet van het onderwijs 
maakt het geschikt voor andere huisartsopleidingen.
 
Hoofdstuk 3. Het effect van een seksespecifiek onderwijs-programma in 
de huisartsopleiding: een pre-posttest studie.
In een pre-posttest studie werd onderzocht wat het effect was van een kort onder-
wijsprogramma in seksespecifieke geneeskunde. In 2005 volgden 8 huisartsen in 
opleiding en 11 huisartsenopleiders in een periode van 6 maanden twee dagdelen 
onderwijs in seksespecifieke geneeskunde. Het onderwijs was gebaseerd op seks-
especifieke aanbevelingen van drie huisartsgeneeskundige onderwerpen: angina 
pectoris, depressie en urine-incontinentie. Daarnaast was er in het onderwijs 
aandacht voor gender en socialisatie. De gender awareness werd gemeten met de 
Nijmegen Gender Awareness in Medicine Scale. Voor en na het onderwijs werd de 
gender awareness van de aios huisartsgeneeskunde en de opleider gemeten. Ook 
werd hen gevraagd een kennisvragenlijst in te vullen (16 vragen). Om selectie bias 
uit te sluiten was er een controlegroep van 16 huisartsen in opleiding en 22 huis-
artsopleiders die aan het begin van de studie ook de N-GAMS en de kennisvragen-
lijst invulden. De resultaten lieten zien dat de interventie groep al vaker onderwijs 
in seksespecifieke geneeskunde had gevolgd maar hun score op de N-GAMS en op 
kenniswas bij de start niet verschillend (interventiegroep 35% versus controlegroep 
66%; p=.03). De gender sensitiviteit van de deelnemers nam significant toe (p=.02). 
Er was geen verandering in de mate van gender stereotypering. De uitkomsten 
toonden verder aan dat er een niet-significante toename van seksespecifieke kennis 
was. Aios huisartsgeneeskunde en huisartsopleiders verbeterden door een kort on-
derwijsprogramma seksespecifieke geneeskunde hun bewustwording ten aanzien 
van gender. 
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Hoofdstuk 4. Het effect van het onderwijs seksespecifieke geneeskunde in 
de huisartsopleiding: een cohort studie.
Seksespecifieke geneeskunde in de huisartsopleiding is vastgelegd in competenties 
en eindtermen. Toch is er weinig bekend over de effectiviteit van het onderwijs dat 
voor dit doel wordt toegepast. In hoofdstuk vier worden de resultaten beschreven 
van een prospectief cohort onderzoek. In een cohort onderzoek worden gedurende 
een bepaalde periode een groep mensen gevolgd. In deze studie werd het effect 
onderzocht van het onderwijs in seksespecifieke geneeskunde op de bewustwording 
van aios huisartsgeneeskunde ten aanzien van gender, hun opvattingen erover en 
hun seksespecifieke kennis. Er werden drie cohorten met elkaar vergeleken die 
ieder een verschillend onderwijs aanbod hadden ten aanzien van sekse en gender. 
Het modulaire cohort (n=75) bestond uit aios die sekse specifiek onderwijs volgden 
dat verspreid was over de driejarige opleiding. Dit cohort volgde vijf modulen 
sekse specifieke geneeskunde en het onderwijs werd gegeven door een expert. 
Het mainstream cohort (n=72) volgde ook seksespecifiek onderwijs en het onderwijs 
was ook verspreid over de driejarige opleiding. Dit onderwijs was in tegenstelling 
tot het modulaire programma verweven in bestaande programma’s en werd niet 
gegeven door een docent met expertise op dit gebied. Het controle cohort (n=60) 
had geen onderwijs sekse specifieke geneeskunde. De aios vulden aan het begin en 
aan het eind van hun opleiding de Nijmegen Gender Awareness in Medicine Scale 
en een kennisvragenlijst in. De resultaten lieten zien dat het modulaire cohort 
significant meer sekse specifieke kennis aan het eind van de opleiding had dan de 
andere twee cohorten (p = 0.049). De gender awareness en seksespecifieke kennis 
nam significant toe in het modulaire cohort zonder dat er een toename was van 
gender stereotypering (p < 0.001 en p <0.001 respectievelijk). De mate van gender 
stereotypering was significant lager bij het modulaire cohort in vergelijking met het 
controle cohort (p =0.02). De toename van seksespecifieke kennis was bij het 
modulaire cohort significant hoger in vergelijking met het mainstream cohort 
(p =0.03). Verder bleek uit de resultaten dat vrouwelijke aios meer gender aware zijn 
dan mannelijke aios zowel aan het begin als aan het eind van de opleiding. Toch 
scoren mannelijke aios niet laag of slecht op gender awareness of seksespecifieke 
kennis. Concluderend is voor een huisartsopleiding een modulaire opbouw van het 
seksespecifieke geneeskunde onderwijs de meest effectieve onderwijsmethode. 
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Hoofdstuk 5. Aandacht voor gender in toetsinstrumenten voor de arts- 
patiënt communicatie in het medisch onderwijs: een review.
De hoofdstuk beschrijft een review over gender in de arts-patiënt communicatie 
toetsing. Gender wordt in toenemende mate gezien als een domein in de 
arts-patiënt communicatie. Dit blijkt uit het feit dat opleidingen en curricula steeds 
vaker seksespecifiek competenties en eindtermen hebben. Toch ontbreekt in de 
huisartsopleiding in Nijmegen toetsing van gender in de arts-patiënt communicatie. 
Vanuit onderwijskundig perspectief zou dit wel aan te bevelen zijn. Om na te gaan 
of gender in de arts-patiënt communicatie getoetst wordt op andere medische 
opleidingen, hebben we gekeken naar andere toetsinstrumenten voor de arts-patiënt 
communicatie. In drie elektronische databanken werd gezocht (PubMed, Embase 
en ERIC) naar artikelen waarin toetsinstrumenten werden beschreven voor het 
gebruik in het medisch onderwijs. We zochten in de periode 1999 tot 2009. 
Vervolgens werd in 21 toetsinstrumenten gekeken naar voorbeelden van toetsing 
van gender in de arts-patiënt communicatie. Het ging om meetinstrumenten die 
gebruikt werden door getrainde beoordelaars. Meetinstrumenten voor feedback 
door patiënten, zelfbeoordelingen en feedback door simulatiepatiënten werden 
niet meegenomen in de analyse. Van de 17 scoringslijsten hadden er slechts twee 
gender opgenomen als criterium. Van de 21 handleidingen en/of artikelen werd in 
6 meetinstrumenten aandacht gegeven aan gender maar geen enkele keer werd 
gender uitgelegd. Concluderend zijn er een aantal meetinstrumenten voor de 
arts-patiënt communicatie die handvatten bieden voor toetsing van gender. Voor 
de toetsing van gender in het onderwijs over de arts-patiënt communicatie in de 
huisartsopleiding is het wenselijk dat het duidelijk is welke communicatie 
seksespecifiek is en wat er getoetst wordt. Het is aan te bevelen competenties en 
eindtermen te formuleren van observeerbaar seksespecifieke communicatie. 
Hoofdstuk 6. Expert consensus over seksespecifieke criteria voor feedback 
en toetsing van arts-patiënt communicatie onderwijs in de huisartsopleiding.
In hoofdstuk 6 wordt een onderzoek beschreven waarin we met een groep experts 
in een aantal ronden tot consensus zijn gekomen over gender criteria voor de 
toetsing in de arts-patiënt communicatie. De deelnemers waren experts op het 
gebied van seksespecifieke geneeskunde, arts-patiënt communicatie onderwijs en 
medisch onderwijs. De gender criteria zouden in het onderwijs gebruikt kunnen 
worden om huisartsen in opleiding feedback te geven en te toetsen op hun sekse-
specifieke communicatie. Om dit doel te bereiken hebben we de Delphi methode 
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gebruikt. Dit is  een onderzoeksmethode waarbij de mening van experts gevraagd 
wordt ten aanzien van een onderwerp waar geen consensus over bestaat. Aan het 
onderzoek deden 24 experts mee en het onderzoek bestond uit 3 ronden. In de 
eerste ronde is aan de gender experts verzocht thema’s aan te dragen voor toetsing 
van gender in de arts-patiënt communicatie. Vanuit de respons werden 11 
voorlopige gender criteria geformuleerd door de onderzoekers. In de tweede ronde 
werden de gender en communicatie experts gevraagd hun mening te geven over 
deze criteria. Hierbij werd specifiek ingezoomd op het belang van het criterium 
voor toetsing van gender in de arts-patiënt communicatie en op de uitvoerbaar-
heid van het criterium. Na verzameling en analyse van de inbreng van de experts uit 
ronde twee werden er vier definitieve gender criteria geformuleerd. Deze zijn 
vervolgens in ronde drie opnieuw aan de experts voorgelegd. In ronde 3 hebben de 
experts hun mening gegeven over deze gender criteria. Over alle vier de criteria 
bestond consensus. De vier gender criteria gaan over (1) gender in  maatschappelijke 
taken en sociale rollen, (2) gender in de presentatie van klachten, hulpzoekgedrag 
en besluitvorming, (3) gender en huiselijk- en seksueel geweld en (4) gender in het 
omgaan met ziekte en gezondheid.
Hoofdstuk 7. Algemene discussie.
In hoofdstuk 7 worden de belangrijkste bevindingen van dit proefschrift besproken 
en we geven de relevantie aan van deze bevindingen voor het medisch onderwijs 
in de huisartsopleiding. Daarnaast worden de sterke en zwakke kanten onder de 
loep genomen van de gekozen onderzoeksmethoden. Het hoofdstuk eindigt met 
adviezen en aanbevelingen voor het toekomstig onderwijs seksespecifieke 
geneeskunde in de huisartsopleiding. En we geven aanbevelingen voor verder 
onderzoek.
 Uit het verrichte onderzoek kunnen we concluderen dat aios huisartsgenees-
kunde het onderwijs seksespecifieke geneeskunde positief waarderen, zowel 
vrouwelijke als mannelijke aios. Ook kunnen we stellen dat ze de onderwerpen in 
het onderwijs seksespecifieke geneeskunde geschikt vinden voor hun opleiding tot 
huisarts en dat de onderwerpen praktisch genoeg zijn voor toepassing in hun de 
dagelijkse werk.
 Aios huisartsgeneeskunde ontwikkelen het beste een gender awareness door 
het onderwijs hierover in de huisartsopleiding modulair aan te bieden. Ook zien we 
dat aios dan de meeste kennis vergaren. Dit betekent voor de huisartsopleidingen 
dat het onderwijs seksespecifieke geneeskunde verspreid over de driejarige 
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opleiding in meerdere modules moeten worden aangeboden bij voorkeur met een 
expert als docent. Een alternatieve methode, namelijk de integratie van sekse en 
gender in het bestaande onderwijs, gender mainstreaming, is minder effectief.
 In het onderwijs arts-patiënt communicatie is in toenemende mate aandacht 
voor gender echter in de toetsing is hier nog geen sprake van. In toetsinstrumenten 
voor arts-patiënt communicatie vaardigheden is het niet vanzelfsprekend dat 
gender er in staat. In samenwerking met experts op het gebied van gender, 
arts-patiënt communicatie en medisch onderwijs zijn er vier criteria opgesteld om 
in de huisartsopleiding de verbinding te maken tussen onderwijs en beoordeling.
 De belangrijkste aanbeveling voor toekomstig onderzoek op het gebied van 
gender in de huisartsopleiding is het testen van de gender criteria in de 
daadwerkelijke toetsing. Hieruit zal moeten blijken of en in welke consulten of in 
welke medische situaties de criteria toepasbaar zijn.
Afsluitend. Als huisarts sta je midden in de maatschappij; een maatschappij die op 
diverse domeinen geordend is en niet zelden een tweedeling kent op basis van 
gender zoals in beroepen en in sociale verwachtingen. Deze tweedeling is lang niet 
altijd vrijwillig of neutraal en heeft daarmee ook haar invloed op ziekte en 
gezondheid. Onderwijs is een belangrijke methode om  toekomstige huisartsen 
kennis mee te geven over en inzicht te bieden in een complexe sociale determinant 
als gender.
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Dankwoord
En dan is het opeens af! Het is bijna een onwerkelijk idee dat de artikelen en 
hoofdstukken geschreven zijn, het proefschrift er ligt en het moment daar is om 
terug te kijken op een paar intensieve en boeiende jaren. Promoveren gaf me een 
lange tijd het gevoel van een reis waarvan het onduidelijk was wanneer, waar en 
hoe die zou eindigen. Promoveren was voor mij ook leren; leren wetenschappelijk 
te denken en vooral leren te schrijven. Dit was voor mij zeker niet iets was ik min of 
meer intuïtief en vanzelfsprekend deed maar wel iets wat ik heel graag wilde 
kunnen. Die motivatie, die drang, was heel belangrijk om dit resultaat te bereiken. 
Dit proefschrift is niet iets wat ik allemaal zelf bedacht heb of wat ik zelf had kunnen 
bedenken. Promoveren en leren doe je gedeeltelijk zelf maar ook vooral samen met 
anderen.    
Toine Lagro-Janssen; Beste Toine, ons eerste contact staat me nog heel helder 
voor de geest: een e-mail bericht van je tijdens mijn vakantie in Polen in 2005. Je 
zocht een coördinator voor de nog op te zetten kaderopleiding urogynaecologie. 
Deze promotie is wat mij betreft de kroon op de onze goede en succesvolle 
samenwerking. Ik ben er trots op dat ik bij jou promoveer. En als ik het goed heb, 
ben ik de eerste man die bij je promoveert! Je motiveert, stimuleert, begrenst, 
stuurt, doseert en geeft ruimte en altijd met veel energie. Het traject is geworden 
wat je aan het begin tegen me zie: “promoveren is leren onderzoek doen”. Ik heb vaak 
gedacht aan deze relativerende en rake opmerking als ik wat beduusd terugliep 
naar mijn kamer na een begeleidingscommissievergadering. Relativeren, even 
wegleggen, rustig blijven en daarna gewoon weer doorgaan! Heel veel dank voor 
deze kans en dit mooie resultaat.
Ben Bottema; Beste Ben, faciliteren is je gegeven! Vanaf mijn open sollicitatiege-
sprek met je tot op de dag van vandaag steun je me om me te ontwikkelingen, te 
verdiepen en te ontplooien in de huisartsopleiding en het medisch onderwijs. Je 
steun voor mijn promotie bij Toine was onontbeerlijk om het praktisch allemaal uit 
te kunnen voeren. Het paste dan ook helemaal in de lijn der verwachting dat je 
copromoter zou worden. Dit proefschrift heb ik dan ook mede aan jou te danken.
Petra Verdonk; Beste Petra, ik kwam en jij ging maar gelukkig bleef je deel 
uitmaken van mijn promotietraject. In het begin dacht ik even dat we van 
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verschillende planeten kwamen! Artsen en psychologen zien de wetenschap toch 
ook wel door hun eigen verschillend gekleurde brillen, althans dat dacht ik 
aanvankelijk. In het begin was het rood af en toe dan ook slikken maar met de tijd 
ben ik je feedback en adviezen echter steeds meer gaan waarderen. Je kennis van 
de wondere werelden van de methodologie en statistiek waren erg waardevol. Heel 
leuk dat we samen in de staart van het traject nog even echt samengewerkt hebben! 
Margreet Wieringa - de Waard ( Huisartsopleiding AMC), Elske van Pienbroek 
en Monique Romijn (Huisartsopleiding Leiden), Netty van Balsfoort en 
Michelle Teunissen (Huisartsopleiding Nijmegen) en alle aios; Geen data, geen 
onderzoek, geen promotie. Heel hartelijk dank voor jullie enorme hulp bij het 
vergaren van de vragenlijsten! Jullie hebben me heel veel veldwerk uit handen 
genomen. Ik besef me dat zeker de tweede meting veel regelwerk is geweest voor 
jullie. Het resultaat is er naar. Ook alle aios die in 2007 en drie jaar later bereid waren 
om de vragenlijsten in te vullen ontzettend bedankt.  
Wim van de Minne en Marijke Botden; beste Wim, het was jouw project wat ik 
overgenomen heb en de eerste studie was al gedaan voordat ik om de hoek kwam 
kijken. Dus ook een woord van dank voor de gegevens van de eerste studie. Ik ben 
benieuwd wat je ervan vindt! Beste Marijke, hartelijk dank voor de evaluaties van al 
dat onderwijs wat je door de jaren heen hebt gegeven. We hebben er dankbaar 
gebruik van gemaakt. 
Niels Lous; beste Niels, je Engels en begrijpend lezen zijn impeccable! Het is een 
enorme geruststelling als je weet dat er iemand is die je artikelen eens grondig 
taalkundig doorneemt. Jouw verbeteringen, aanpassingen, vragen, reflecties en 
voorstellen waren altijd een goede bijdrage aan het eindproduct. Je kritische en 
frisse academische blik naar de inhoud en vorm voelde aanvankelijk wat onwennig, 
maar ik heb ik het erg op prijs gesteld. Ik en feedback gaan namelijk niet altijd goed 
samen. Maar wetenschappelijk of niet, een tekst moet gewoon duidelijk en prettig 
leesbaar zijn. Hartstikke bedankt!
Leibe Stuart en Jeroen Werner; Beste Leiba, hartelijk dank voor je hulp bij het 
lezen en corrigeren van onder andere de Delphi studie teksten. Je had je amper in 
Nederland gevestigd en toch al de tijd genomen om naar mijn teksten te kijken. 
Beste Jeroen, ik was erg blij dat je aan het eind van het traject bereid was een artikel 
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mee te lezen. Er waren veel teksten om te proofreaden en je hulp was erg welkom. 
Bedankt voor je bijdrage.  
Alice Tillema; Beste Alice, just “ask your Librarian!” Dat heb ik gedaan en dat heeft 
me veel opgeleverd. Je hulp en leerzame adviezen bij de medische zoekmachines 
en zoekstrategieën waren heel welkom. En zie het resultaat: een publicatie in 
Medical Education! Moeten we vaker doen. Succes verzekerd. Bedankt hiervoor.  
Anneke Kramer: Beste Anneke, heel leuk dat je als hoofd van onze onderzoekgroep 
ook meegewerkt hebt aan een van mijn studies. Je bent kritisch, toegankelijk in het 
contact, open en prettig om mee samen te werken. Hopelijk kunnen we in de 
toekomst vaker samenwerken.  
Bart Thoonen; Beste Bart, dank voor je ICT bijdrage aan de Delphi studie ook al was 
het van korte duur. Nieuwe software schrikt me toch altijd een beetje af en helaas 
gold dat ook voor Questionmark. Maar hopelijk krijgen we een nieuwe kans met het 
APC traject. 
Participants Delphi study; Dear colleagues, during a period of almost a year you all 
were willing to contribute your expertise and time to support this thesis. The Delphi 
study has been a true collaborative learning experience and showed me that even 
among experts there is a variety of thoughts and opinions about gender. As a result 
each one of you has taught me something about what gender is. Thank you for doing 
such a thorough job on this research project. It was a pleasure working with you.  
Collega’s; Henk, Fred, Els, Geertje, Nynke, en Thea, promoveren is leuk maar soms 
ook taai en intensief. En op die taaie en intensieve momenten is het heel leuk om 
met iemand een geaccepteerd of afgewezen artikel te kunnen delen, of even iets 
kunnen voorleggen, laten lezen of vragen. En dat kon bij jullie! Sanneke, Lia, Marc, 
Aggie en Esther, erg leuk om zo nu en dan met elkaar te eten en te bomen over 
promoveren en alles wat daarbij komt kijken. 
Vrienden; Ik vind het ontzettend leuk dat jullie, althans een deel van jullie, de kaft 
van mijn proefschrift sieren. Hoewel het best een intensief traject was heb ik niet 
het gevoel dat we elkaar hebben moeten missen. En gelukkig maar want anders 
weet ik niet of dit proefschrift nu hier had gelegen.
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Ma en pa; Beste pa en ma, van kinds af aan hebben jullie je samen ingezet om mij 
het belang van leren bij te brengen. Jullie deden dat ieder op jullie eigen manier. 
Inmiddels heb ik geleerd dat het een gender stereotiepe manier was. Hoe dan ook, 
de boodschap was helder: haal eruit wat erin zit. Dit resultaat is dan ook in belangrijke 
mate te danken aan die levensles. Bedankt! 
Patrick: lieve Patrick, ik heb altijd gezegd dat die klassieke zin er niet komt dat de 
partner gedurende het promotietraject het heeft moeten ontberen. En zo is het 
gelukkig ook niet geweest. Maar helemaal zonder ups en downs zijn deze jaren 
voor ons ook niet voorbij gegaan. Maar je hebt altijd veel interesse getoond in dit 
proefschrift en met evenzoveel geduld en liefde. Je bent een onvoorwaardelijke 
steun voor me. Gelukkig ben ik je op tijd tegengekomen!  
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